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sulphonamides 
are better than one 


Especially when they are three of the most active 
in common use, associated as in * Sulphatriad *. 


‘SULPHATRIAD’ 


COMPOUND SULPHONAMIDES 


the sulphonamide preparation of choice for greater clinical safety 
plus the advantages of more rapid absorption, better tissue 
distribution, and faster therapeutic effect. 


Each 0-5 gramme tablet and 3-6 cc. (approx. | teaspoonful) of suspension contain 
0185 Gm. sulphadiazine, 0185 Gm. sulphathiazole and 013 Gm. sulphamerazine. 


ved 9 South Africe by MAYBAKER (S.A.) (PTY.) LTD 


SULPHATRIAD 


PO BOX 1130 PORT ELIZABETH 
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Aid in the control of overweight . . . 


Overweight, even borderline overweight, is a threat to health 
and even life itself and is a legitimate medical problem. It is 
now well established that those who eat less lose weight, but 
the difficulry has been in ensuring faithful adherence to a reducing 
diet. ‘ Dexedrine * tablets are a valuable aid m the control of over- 
weight ; they curb the appetite and enable the patient to follow 


a low-calone diet without irritability or discouragement. 


‘Dexedrine’ tablets 


(Each tablet contains 5 mg. dextro - amphetamine sulphate) J 
\ 


yy in containers of 24 and 250 


M. & J. Pharmaceuticals (Pty.) Ltd., Diesel Street, Port Elizabeth 
Associated with MENLEY & JAMES LTD., LONDON 
for Smith Kline & French International Co., owner of the trade mark “Dexedrine” 
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“QUEEN CHARLOTTE” INFANT TENT 


THE “QUEEN CHARLOTTE” INFANT OXYGEN TENT 


THE “QUEEN CHARLOTTE” TENT IS DESIGNED TO FIT STANDARD SWING COTS 
OR CRIBS, AND IS NOTABLE FOR ITS SIMPLICITY AND EASE OF OPERATION, THIS 
TENT HAS THE FOLLOWING SPECIAL FEATURES: 


% EASY ACCESS TO THE BABY WITH MINIMUM LOSS OF OXYGEN IS ENSURED 
BY MEANS OF A HINGED LID. 


% HIGH OXYGEN CONCENTRATION CAN QUICKLY BE BUKT UP ON 

ACCOUNT OF THE SMALL CAPACITY, WHICH NEVER EXCEEDS 3 CU. FT. 

% TOMAINTAIN A HIGH CONCENTRATION A FLOW OF ONLY 2—2§ LITRES 
PER MINUTE IS REQUIRED. 

* If IT IS DESIRED TO HEAT THE TENT A HOT-WATER BOTTLE CAN 
BE PLACED ON A RACK AT THE TOP OF THE TENT OVER WHICH THE 
FLOW OF OXYGEN IS DIRECTED. 


OXYGEN THERAPY EQUIPMENT CONSTANTLY AVAILABLE 


Enquiries: 
53 Third Street, Bezuidenhout Valley, Telephone: 24-6936, Johannesburg. 
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FOR THE RELIEF of bronchial asthma, a choice of ‘ Neo- 
Epinine’ preparations is available. Almost immediate 
relief is obtainable by oral inhalation of No. 1 Spray 9 
Solution, a plain 1 per cent aqueous preparation. The e i rm e 

20 mgm. compressed products, placed beneath the uno 

tongue, act within 5-10 minutes. Stubborn cases need 
oral inhalation of No. 2 Compound Spray Solution IN THE TREATMENT OF ASTHMA 
which contains 1 per cent of drug with 2 per cent of 
papaverine and 0°2 per cent of atropine methonitrate. 


'SOPRENALINE SULPHRA 


- BURROUGHS WELLCOME & CO. (THE WELLCOME FOUNDATION LTO.) LONDON 
DEPOT FoR sourw BURROUGHS WELLCOME & CO. (SOUTH AFRICA) LTD., 5. coop Street, CAPE TOWN 
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“The mans cigarette 
that women like” 


WILLS’S 


I) Gold Flake 


FILTER TIP CIGARETTES 


THE CHILD WHO 
OQUTGROWS HIS STRENGTH 


SUCH a child usually shows many of the classical signs of 


malnutrition. The blood exhibits anaemia, red cells being 


present. 
t a” In a case of this kind — in fact, whenever a patient manifests 


far below 5 million per cubic centimetre and the haemoglobin 


a 
4 —_ ae greatly reduced. Appetite is capricious and anorexia often 


blood impoverishment and debility — there is need for the valuable tonic ingredients contained in Waterbury’s Compound. 
Waterbury + Compound contains products obtained by the enzymatic action of pancreatic ferments on cod liver oil, livers and 
spleens, malt extracts and hypophosphites. It is produced im a 


palatable form and can be administered with every confidence W A T E R B U v Y 5 


by the practitioner. 


WILLIAM R. WARNER & CO. (PTY) LTD., ~6—6hCOMPOUND © 


6-10 Searle Street, Cape Town. 
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FY routine infant 
-ding The basic 
Dextri- Maltose 
product 


Mattos 


Evansville 21, Ind., U.S.A. 


Especially indicated for pre- 
mature infants. Contains 50 
mg. ascorbic acid per ounce. 


To aid in counteracting 
constipation. Contains 3% 
potassium bicarbonate 


designed wie hingleness of purpose 


Designed and manufactured specifically for infant formulas, 
Dextri-Maltose” has an unequaled background of successful clinical use. 
Safety for your infant patients is assured by the dry form of 

this carbohydrate, meticulous laboratory control at all stages in its 


manufacture, and hermetically sealed, key-opening cans. 
Dextri-Maltose is palatable but not sweet; does not 

create a ‘‘sweet tooth” in infants. 

Easily measured without spilling or waste and almost instantly 
soluble, Dextri-Maltose is convenient ‘or the mother. 


Trade enquiries: Johnson & Johnson (Pty.) L.d., P.O. Box 727, East London 
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... ready-to-inject 

Crysticillin 
| Suspension 
SQUIBB Procaine Penicilin G in Aqueous Suspension 


@ high initial blood levels 


@ blood concentration remains ade- 
quate for 24 hours or more in most 
patients 


@ allergic reactions are minimal 


@ injection is safe and virtually painless 


SQUIBB 4 LEADER IM PENICILLIN RESEARCH AND MANUFACTURE 


Further Information and Literature is available from : 
PROTEA PHARMACEUTICALS LIMITED 
P.O. BOX 7793 7, NEWTON STREET, WEMMER, JOHANNESBURG 
TELEPHONE 33-2211 ALSO AT CAPE TOWN, PORT ELIZABETH, 
EAST LONDON AND DURBAN 
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‘Extra Demands... 


VEN healthy children need 

as much food as their elders 
—for energy, growth and pro- 
tection. For these functions there 
is an ever-present demand over 
and above the basic meal allow- 
ances computed to supply mere 


calories. 


A rich, balanced nutriment con- 
taining prime food principles in 
rapidly digestible form is essential 
to satisfy the extra 
demands of childhood and 


adolescence; ‘Ovaltine’ 


provides it in ample, acceptable 


and economical form. 


‘Ovaltine’, containing important 
‘proximate principles’ and vita- 
mins, is meticulously prepared 
to ensure that all its goodness 
is retained and _ physiologically 
‘available’; it is ideally suited to 
nutritional 


satisfy the extra 


demands of the young—and, 


of course, of all ages in 


se need of easily digestibie 


additional food. 


1. Wander Ltd. By Appointment 
Ovaltine’ Manufacturers to the late King George V1 


Ovaltine 


Nutritional Supplement in Paediatrics 


A. WANDER LIMITED, LONDON, W.1. 
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In Rheumatic Diseases 


especially Arthritic and Fibrositic Conditions and Gout, particularly in the chronic stage, 


LEUCOTROPIN 


IS THE SPECIFIC OF CHOICE 


because — it has an immediate analgesic, antiphlogistic and antipyretic effect and 
increases Joint Mobility. 
Leucotropin excretes Uric Acid and stimulates A.C.T.H. production. 
Available in Ampoules of § c.c. or 10 c.c. and Tablets. 


EACH AMPOULE OF 10 CONTAINS :-— EACH TABLET CONTAINS 
Phenyicinchoninate of Hexamine - gr. 23 (15 Gm.) 


Hexamine - gr 26(1.7Gm.) Phenyicinchoninic Hexamine - ar. 5S (0.30Gm.) 


Salicyl 4.103 


Distilled Water . to 10 mi. (10 ce.) Search - er. i (©05Gm.) 
Literature and Samples from : 


French Distributing Co. (S.A.) (Pty) Ltd. 
P.O.B. 6681, Johannesburg. 


Manufactured by Silten Ltd., Hatfield, Herts, England. 


TULLE-GRAS) 
MEDICAL PRICES 
24 dressings 4” sq 
(approx) 


OPpTULLE (Tulle-Gras) is an open-mesh gauze impregnated with Bal- 
S/- per tin sam of Peru in a Petroleum-jelly base, prepared under aseptic conditions 
CONTINUOUS STRIPS and heat sterilised after packing in containers. 


Optulle dressings are non-adherent, being easily removed without 


pain or damage to newly-formed tissue. They have the great advantage that 
they require only infrequent changing, as their wide mesh permits free 
drainage of exudates, a point of particular value in the treatment of septic 
wounds, indolent ulcers, eczemas and similar skin troubles. 

Optulle is a very effective first-aid dressing for burns, scalds, cuts and 
abrasions. It is also used in plastic surgery and as a dressing for skin-grafts. 
It contains no ivritant or toxic substances and is completely safe in the 
patient’s hands. 

Manufactured by 


PERIVALE LABORATORIES LID 


PERIVALE - MIDDLESEX - ENGLAND 


Sole Distributors for Union of S. Africa and the Rhodesias 
CHAS. F. THACKRAY (S.A.) (Pty.) LTD. 


P.O. BOX 2726 JOHANNESBURG and PO £OXx B16 CAPETOWN 
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BRITISH 


A search for the causative origin of asthma can indeed 
be a tedious one, but always the underlying factor— 
BRONCHOSPASM — can be treated immediately with 
FELSOL. Physicians in all parts of the world to which it has 
been introduced, have for years relied implicitly on FELSOL 
for the instant relief it gives in an attack of asthma no matter 
what the basic cause. FELSOL acts directly on the bronchial 
musculature and indirectly through the vagus and sympathetic. 


Rapid in action—Prolonged in effect 


Full relief in perfect safety 


13 June 1953 


Clinical sample and literature on 


MACDONALD, ADAMS & 


21 KERK STREET, 


request 


co. 


JOHANNESBURG 


FELSOL COMPANY LTD., 206/212 ST. JOHN STREET, LONDON, E.C.!I 
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DELICIOUS LIME JUICE 


DIABETICS 


We are pleased to announce that Rose’s Diabetic Lime Juice is now 
obtainable from Chemists and Stores everywhere. Your diabetic 
patients will enjoy refreshing drinks of this pure-fruit 
cordial, which is specially prepared without zdded sugar. 
Rose’s Diabetic Lime Juice costs no more than Rose’s 


Lime Juice — the world-famous thirst-quencher. 


ROSE’S DIABETIC 
LIME JUICE 
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‘SULPHAMEZATHINE’ 


SULPHADIMIDINE B.P 


‘Sulphamezathine’ has a wide range of anti- 
bacterial action, and can be used wherever a 
sulphonamide is indicated. Toxicity is excep- 
tionally low, and nausea, vomiting and other 


TRADE MARK 


common reactions are rarely encountered. Renal 
complications do not occur. ‘Sulphamezathine’ 
is considered by many to be the drug of choice 
for children and elderly patients. 


Available in the form of tablets (0.5 gm.); lozenges; oral suspension; powder; and as the 
sodium salt in sterile solution for parenteral administration. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD 


A subsidiary company of Imperial Chemical Industries Ltd. 


WILMSLOW, MANCHESTER 


Distributed by: 1.C.1. SOUTH AFRICA (PHARMACEUTICALS) LTD 
PAN AFRICA HOUSE, 75 TROYE STREET, P.O. BOX 7796, JOHANNESBURG 
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PNEUMORETROPERITONEUM EN SPLENOVENOGRAFIE IN 


DIE RADIOLOGIESE 


DIAGNOSE VAN MILTKISTE 


MET OORSIG VAN DIE LITERATUUR EN BESKRYWING VAN 'N BEWYSDE GEVAL 


C. L. Wicut, M.B., Cu.B. (PRet.) 


Departement Interne Geneeskunde 


T. Ficnarpr, M.R.C.S. (ENG.), L.R.C.P. (Lonp.), D.M.R.E. (CAMB.) 
Departement Radiologie 


en 


R. N. L. Raucu, M.B., Cu.B. (KAAP) 
Departement Chirurgie, Pretoria Universiteit en Hospitaal, Pretoria 


Sonder verkalking is die miltskaduwee selde sigbaar op 
‘n gewone oorsigsfoto van die buik. Oosthuizen beweer dat 
enlargement of the splenic shadow .. . can quite easily 
be detected on the flat film in patients of average build 
and with good technique. In cases of massive enlargement 
of the spleen... it might be more difficult to differentiate 
between a splenic shadow and a shadow of, eg., an 
enlarged kidney 

Tot dusver is die radiologiese benadering van spleno- 
megalie hoofsaaklik op ‘n indirekte wyse onderneem deur 
aan te toon hoe naburige organe soos die maag, die linker 
diafragmakoepel, die miltboog van die kolon en die linker 
nier en bynier, deur so’n vergrote miltskaduwee verskuif 
en ingeduik is. Oosthuizen demonstreer verder hoe ‘n 
middelmatige vergrote miltskaduwee tipiese induikings op 
die fundus van die bariumgevulde maag maak. 

Teneinde die milt en sy funksie op ‘n direkte radio- 
logiese wyse te demonstreer, het Rivas se metode van 
presakrale pneumoretroperitoneum (Fig. 1), en Dreyer en 
Budtz-Olsen se metode van_ splenovenografie, ons 
aangespoor om hierdie twee metodes op gevalle van 
splenomegalie toe te pas. 

Aangesien hierdie twee metodes, in ‘n geval van 
splenomegalie nie alleen ‘n vergrote mi, maar ook ‘n 
uitgesproke miltkist gedemonstreer het, het ons tot die 
besluit gekom dat dit van genoegsame kliniese belang is 
om dit afsonderlik te publiseer. 


LITERATUUR 


Miltkiste kom baie selde voor. Volgens Fowler het Andral 
(1829) die eerste miltkist vasgestel by outopsie as ‘n 
dermoidekist; Pean (1888) die eerste splenektomie op ‘n 
miltkist gedoen; terwyl Powers (1906) die eerste verslag op 
‘n reeks van 36 miltkiste gelewer het. Soos dit met rariteite 


gaan was baie miltkiste seker onvermeld gelaat, want 
amper ‘n halwe eeu het verbygegaan voor daar weer ‘n 
verslag verskyn het. Sweet (1943) het 148 miltkiste van 
alle soorte in die literatuur opgespoor, terwyl Hamer en 
Chalmers (1946) die totaal op 163 gebring het. Sedertdien 
tot 1952 kon ons nog net tien gevalle uit die literatuur 
byvoeg. Ons geval daarby, sover ons kon nagaan, is dan 
die 174ste beskryfde geval. 


KLASSIFIKASIE 


Verskeie klassifikasies van miltkiste is reeds voorgestel, 
hoewel die meeste egter verwarrend is. Die volgende 
gewysigde vorm het die voordeel van eenvoud. 

Miltkiste word eers in twee groepe verdeel: 
parasitiese en die nie-parasitiese. 
parasitiese (echinococcus) van die nie-parasitiese te 
onderskei, aangesien Fowler beweer dat eersgenoemde 
tweemaal meer dikwels as laasgenoemde voorkom. 

Dan word die nie-parasitiese kiste weer in twee onder- 
groepe verdeel: die egte en die vals. Die egte is deur 
epiteel (dermoide en epidermoide) of endoteel (polikisteus, 
limfangioom en hemangioom) beklee. Die vals kiste 
bestaan gedeeltelik uit verdunde miltweefsel, maar hoof- 
saaklik uit digte bindweefsel en is gladnie deur epiteel of 
endoteel beklee nie. Fowler meen dat egte tot vals kiste 
in die verhouding van 1:4 voorkom. 

Die oorsaak van hierdie vals kiste word Of aan akute 
bloeding met of sonder infeksie in 'n streek van trouma, 
of aan degeneratiewe insmelting in ‘n infarksiegebied na 
embolie of thrombose toegeskryf. Miltkiste kom by alle 
ouderdomme voor, maar veral by jong volwassene. 

Ons voorgestelde klassifikasie is dan soos voig: 


A. Parasitiese miltkiste (echinococcus) 66%. 
B. Nie-parasitiese miltkiste 34% 


die 
Dit is wenslik om die 
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kongenitale miltkiste. 
> neoplastiese miltkiste. 
troumatiese miltkiste met of sonder sekondére 


infarksie miltkiste na embolie of thrombose. 


Fig. 1. Normale pneumoretroperitoneum (met 
L.V.P.). 

Fig. 2. Pneumoretroperitoneum op hierdie geval. 
Fig. 3. Pneumoretroperitoneum op hierdie geval. 


BESPREKING VAN DIE GEVAL 


Die pasiént, ‘n sestienjarige Sotho, is tot professor 
H. W. Snyman se kliniek in die Pretoriase Hospitaal op 3 
November 1952 toegelaat. 

Hy was gesond tot drie maande voor opname toe hy ‘n 
harde vuishou onder sy linker ribrand ontvang het. 
Onmiddelik na die episode het hy nie veel pyn ondervind 
nie. Die volgende dag egter, het hy stekende pyn en teer 
swelling in die linker hipochondrium opgemerk. Diep 
inspirasie, hoes en nies het die pyn vererger. Die pasiént 
was bedléend tot opname. 

Die vorige geskiedenis het niks abnormaal getoon en die 
familie geskiedenis niks bygedra nie. 

Kliniese ondersoek het ‘n welgevoede jong naturel 
getoon wat rustig in die bed gelé en nie akuut siek gelyk 
het nie. Positiewe bevindinge wat gelokaliseer was tot die 
teergebied van die toraks en buik was; dofheid en ver- 
minderde asemhalingsklanke by die linker long basis; 'n 
hart puntstoot wat na regs verplaas was; ‘n linker dia- 
fragmakoepel wat nie met asemhaling beweeg het nie, 
en ‘n sigbare diffuse swelling wat voor in die linker ribrand 
vanaf die anterior oksellyn tot die middellyn gestrek het. 
Die massa was rubberhard, reélmatig en matig teer. Dit 
het nie met asemhaling beweeg nie. Die lewer was nie 
voelbaar nie. 

LABORATORIUM ONDERSOFKE 
Bloedtelling: Hemoglobin 14.35 gm./100 ml., 97%: rooiselle 
4,720,000 /c.mm.; witselle 10,000 /c.mm.; polimorfe limfo- 
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siete 33 monosiete 6 eosinotiele 2 basofiele 2 
bloedplaatyies normaal. 

Bloed Kolmer: Negatief. 

Lewerfunksie: Totale protein, 7.21 gram 
gram °%; globulien 4.1 gram 
Iimol viokking: Positief: Totale bilirubien normaal en van 
den Bergh reaksie: Negatief. 

Besinking: 40 mm. Iste uur Westergren. 

Urine: Albumien positief. 


I ‘5; albumien 3.0 
Timol troebeling: 


RADIOLOGIESE ONDERSOEKE 


Pneumoretroperitoneum soos deur Fagerberg (1952) 
beskryf is met die pasiént in die genu-pektorale posisie op 
die bed in die saal as volg gedoen: Die perineum is 
asepties voorberei en plaaslik verdoof. ‘n Lumbale 
punksienaald is in die middellyn tussen die anus en die 
stuitbeen deur dje anokoksigeale ligament en levator ani 
spier gesteek, en met ‘n vinger in die rektum tot in die 
presakrale weefsels by die sakrum-boog, ‘n afstand van 
omtrent 5 cm., ingebring. Na aspirasie om seker te maak 
dat die naald se punt nie in ‘n bloedvat was nie, is 800 c.c. 
lug (nie suurstof nie want laasgenoemde word te gou 
gearbsorbeer) stadig ingespuit. Die pasiént het geen 
ongerief verduur nie, behalwe vir ‘n stywe gevoel in die 
regter lendestreek, en het binne ‘n halfuur sonder hulp na 
die ROntgen-afdeling gestap waar die eerste R6ntgenfotos 
geneem is (Fig. 2 en 3). 

Splenovenografie soos deur Dreyer en Budtz-Olsen (1952) 
beskryf is (deur een van ons, C. L. W.) met die pasiént op 
sy rug op die ROntgen-tafel, 24 uur na die pneumoretro- 
peritoneum, as volg gedoen: Na aseptiese voorbereiding 


Fig. 4. Splenovenografie. 
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en plaaslike verdowing was ‘n lumbale punksienaald, vas 
aan ’n 20 m.1., spuit wat 70% Pyelosil bevat het, deur die 
Sste tussenribruimte in die oksellyn in die milt gesteek 
terwyl die pasiént sy asem opgehou het. Die Pyelosil 1s 
toe binne twee sekonde ingespuit terwyl ‘n reeks ROntgen- 
fotos gedurende en na die inspuiting met spoed geneem is. 
Die pasient het geen reaksie of onaangename gevolge 
ondervind nie. 


RADIOLOGIESE VERSLAG 


By deurligting was daar hoogstand van die linker diafragma- 
koepel en dit het gladnie beweeg nie. Verklewings is ook in 
die linker kosto-freniese hock opgemerk. Die hartskaduwee 
was baie verskuif na die regterkant. 

Réntgenfotos na die pneumoretroperitoneum (Fig. 2 en 3) 
het baie duidelik, die lewer, die niere en byniere, maar nie 
die milt gedemonstreer nie. In die miltgebied was daar ‘n 
groot homogene skaduwee wat hoogstand van die linker 
diafragmakoepel en laagstand van die linker nier veroorsaak 
het. Dit het van die laterale wand tot by die middellyn 
gestrek. Die Réntgenbeeld op hierdie Réntgenfotos was ver- 
dag van veelvuldige verklewings rondom ‘n baie vergrote 
miltskaduwee wat die gewone retroperitoneale potensiéle lug- 
ruimte heeltemal afgesluit het. Réntgenfotos na splenoveno- 
grafie (Fig. 4, 5 en 6) het ‘n baie groot enkelvoudige uitge- 
sprokemiltkist gedemonstreer. R6ntgenfotos na ‘n barium- 
maal (Fig. 7) het ’n verskuifde maag getoon wat tot ’n mate 
vasgekleef was aan die miltkiste. 


DIAGNOSE 


Op hierdie stadium het ons ‘n pre-operatiewe diagnose van 
‘n nie-parasitiese vals troumatiese miltkist met growwe ver- 
klewings aan naburige organe gemaak. 


Fig. 5. Miltkist na splenovenografie. 
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Fig. 6. Miltkist na splenovenografie (laterale opname). 


CHIRURGIESE BEHANDELING 


Operasie; Splenektomie is op 30 Desember 1952 onder 
algemene narkose van gas, suurstof en eter deur professor 


1. K. Bremer gedoen. Terwyl die pasiént ‘n bloedoortap- 
ping gekry het, is ‘n hoé linker paramediana toegang 
gebruik. Die vergrote milt is gevind en was baie aan 
die omentum en omliggende strukture verkleef. Nadat die 
omentum losgemaak is, is die arterie en vena lienalis 
gevind en afgebind. Die milt is toe verder losgemaak 
vanaf die pankreas, maag, kolon transversum, lewer, 
laterale buikwand en diafragma. Teenoor die diafragma 
is die kist geperforeer en bloederige etter sowat ‘n liter 
vol, is daaruitgesuig. Dit was onmoontlik om ‘n gedeelte 
van die kistwand wat aan die linker diafragmakoepel ver- 
kleef was te verwyder, aangesien dit so erg verkleef was 
dat daar ‘n groot gevaar bestaan het om die diafragma- 
koepel te perforeer. Die res van die milt is verwyder en 
twee groot dreineringsbuise is in die gebied aangebring en 
die wond gesluit. Die miltkiste wat bloederige etter bevat 
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Fig. 7. Miltkist en bariumgevulde maag en kap. 


het, moontlik as gevolg van ‘n sekondére infeksie, was 
ongeveer so groot soos ‘n volstruiseier. 

Postoperatief het die pasiént intraveneuse terramycine 
en binnespierse penisillien ontvang en die verdere post- 
operatiewe verloop was sonder teenspoed. Die miltkist- 
monster (Fig. 8) is vir patologiese ondersoek gestuur. 


Fig. Die miltkistmonster. 


PATOLOGIESE VERSLAG 


Professor J. Barnetson (Departement Patologie) het as volg 
verslag gelewer: .Die monster bestaan uit ‘n milt van normale 
grootte. Aan die een kant is daar ‘n groot kist ongeveer vier 
duim in deursnee. Die wand bestaan uit digte bindweefse! 
aan die binnevlak uitgevoer met nekrotiese materiaal 
Snit van die wand toon digte bindweefse! met uitvoering van 
nekrotiese materiaal. Die wand en die omliggende miltweefsel 
is geinfiltreer met chroniese ontstekings-selle meesal plasma- 


selle. Die etiologie van die kist is nie histologies duidelik nic.’ 


500 
— — 
— 
4 
4 
: 


13 Junie 1953 


BESPREKING 

1. Dreyer en Budtz-Olsen maak melding van die spoed 
waarmee die Pyelosil die miltskaduwee na splenoveno- 
grafie verlaat (2 sekonde of minder). Met ‘n miltkist het ons 
gevind, dat selfs ure na splenovenografie, geen Pyelosil die 
miltskaduwee verlaat het nie, en ons beweer dat hierdie 
feit van diagnostiese waarde is in die radiologiese diagnose 
van miltkiste. 

2. Elkeles en James (1943) stel dat: In the few cases 
in which the correct diagnosis was made prior to operation, 
X-ray examination was the deciding factor.’ Duby (1947) 
staaf dit: The chief evidence is obtained by X-ray 
examination.” Die ROntgen-benadering tot hulle beskikking 
was die gewone indirekte metodes. Dit is prysenswaardig 
dat hulle daarop kon sé: .X-ray was the deciding 
factor,” aangesien in die differensiéle diagnose van milt- 
kiste volgens Duby, die ander oorsake van splenomegalie 
asook kiste van die linker lewerlob, pankreas, mesenterium, 
omentum, nier, bynier en eierstok van mekaar moet 
onderskei word. 

Om verder te onderskei beweer Ostro en Makover, en 
Benton bevestig dit, dat afwaartse verplasing van die 
miltboog van die kolon diagnosties van miltkiste is, 
aangesien gewone leukemiese en andersoortige spleno- 
megalie dit nie doen nie. Andere beweer dat die hoogstand 
van die linker diafragmakoepel diagnosties is. Fischl en 
Papps beskryf hoe in hulle geval daar wel hoogstand van 
die diafragmakoepel was maar geen afwaartse verplasing 
van die miltboog van die kolon nie. 

Miskien het Milroy Paul (1943) die spyker op die kop 
geslaan toe hy geskryf het: ,the diagnosis . . . has rarely 
been made’. 

Ons voel dus dat met die direkte ROntgen metodes van 
pneumoretroperitoneum en spenovenografie wat ons in 
hierdie artiekel aan die hand gee ‘n verdere stap vorentoe 
geneem is, en dat die radiologiese diagnose van miltkiste 
daardeur waarskynlik met ‘'n mate van sekerheid in die 
toekoms pre-operatief gestel sal kan word. 

3. Ons maak die stelling dat die, 'n troumatiese valskiste 
met infeksie is en nie ‘n miltabses nie. Die toestand het 
direk na trouma ortstaan. Daar is geen geskiedenis wat 
kan dui op ‘n primére proses verantwoordelik vir ‘n 
sekondére miltabses nie. Operatief is geen miltvenere 
trombose of arteriéle trombose gevind wat kon dui of ‘n 
primére d.w.s. tropiese miltabses nie. 

4. Verkalking van miltkiste is gelukkig ‘n verskynsel 
wat nogal dikwels voorkom, want Bachman, Gallagher, 
Jamison, Shawan, Stahl en Snoke, maak almal melding 
daarvan in die gevalle wat hulle beskryf het. In sulke 
verkalkte miltkiste is die diagnose gewoonlik ooglopend, 
maar in baie ander beskryfde gevalle was daar geen ver- 
kalking teenwoordig soos in ons geval nie. Hier is die 
direkte radiologiese ondersoek soos ons beskryf nood- 
saaklik teneinde ‘n diagnose te maak. 

5. Fischl en Papps beweer dat: Cystic spleens have 
resulted from blows 10 years before with eventual infarc- 
tion, haemorrhage and cyst formation. Pre-existing spleno- 
megaly as a result of lues and malaria, is also felt to pre- 
dispose, as the organ is more likely to be injured because 
of its size.” In ons geval was daar maar ‘n kort geskie- 
denis van trouma van drie maande voor opname, en daar 
was geen tekens van leukemie, malaria of lues nie. 'n 
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Groot vals troumat®se miltkist kan dus binne ‘n kort 
periode te voorskyn kom. 

6. Die kliniese differensiéle diagnose tussen ‘n vals 
troumatiese multkist, ‘n pankreatiesekist, ‘n elerstokkist 
en ‘n vergrote leukemiese milt kan tot ‘n mate as volg 
bepaal word: Die leukemiese milt vergroot afwaarts in die 
rigting van die bekken met geen aantassing van die linker 
diafragmakoepel of linker tussenribruimte nie volgens 
Fischl en Papps. Sweet verklaar dat die linker tussenrib- 
ruimte nie as ‘n reél verdring word deur pankreatiesekiste 
en heelselde deur eierstokkiste. Eierstokkiste kan gevolg 
word tot in die bekken terwyl miltkiste gewoonlik dwars 
vergroot en die ondergrens bepaal kan word in teenstel- 
ling met eierstokkiste. Die bogrens van ‘n pankreatiese- 
kist kan gewoonlik bepaal word omrede dat dit 'n middel- 
lyn orgaan is, terwyl 'n miltkist nooit in geheel onder die 
ribrand uitkom nie tensy dit gesteeld is. Ons insiens is 
pneumoretroperitoneum en splenovenografie noodsaaklik 
waar ‘n kliniese diagnose van ‘n miltkist pre-operatief 
bevestig moet word. 

7. Halmer en Chalmers sé: ,There is no doubt that 
splenectomy is the proper treatment unless prevented by 
dense adhesions,” Maar alhoewel daar verklewings is, is 
dit beter om die milt met kist en al te verwyder as om 
te probeer om die kist uit te dop omrede dat daar ‘n 
groot gevaar vir bloeding bestaan. Acce (1943) beweer 
dat: .Marsupialization and incision and drainage are 
apt to be followed by fistula and amyloid disease, not 
only in hydatid cysts but in non-parasitic ones as well.’ 
In ons geval was ‘n poging aangewend om die hele milt 
met kist en al grotendeels te verwyder alhoewel dit 
gruwelik aan naburige organe vasegekleef was. Die pasiént 
het sonder teéspoed herstel. 


GESOND ONTSLAAN 


Deurligting en R6ntgenfotos op 20 Januarie 1953 het 
getoon dat die linker diafragmakoepel weer normaal in 
posisie is en het gedeeltelik beweeg veral die antero- 
mediale decl. Die postero-laterale deel was vas deur ver- 
klewings in die linker kosto-freniese hoek. Die hart- 
skaduwee was weer normaal in posisie. Hierdie terugkeér 
na die normale posisie van die verskillende organe na 
operasie is deur andere ook ondervind en beskryf. Die 
pasiént is op 22 Januarie 1953 vris en gesond ontslaan. 


AFSLUITING 


Die diagnose van ‘n  nie-parasitiese vals troumatiese 
miltkist met verklewing aan naburige organe, was in 
hierdie geval pre-operatief gestel deur middel van kliniese 
bevindinge en spesiale radiologiese ondersoeke. Dit was 
operatief verwyder en die diagnose is deur die patoloog 
bevestig. 
SUMMARY 

The method of presacral pneumoretroperitoneum for ren- 
dering not only the kidneys and suprarenals radio- 
apparent, as described by Rivas, but also the liver and 
spleen, as observed by us, and the method of splenoveno- 
graphy introduced by Dreyer and Budtz-Olsen for demon- 
strating the function of the spleen and the patency of 
the splenic vein, prompted us to combine these two 
methods in the radiological investigation of splenomegaly. 
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Since the first case to be examined by these methods 
proved to be a non-parasitic false traumatic cyst of the 
spleen with infection and adhesions, and as it was so 
clearly demonstrated radiologically, diagnosed pre-opera- 
tively and confirmed pathologically, we felt that it was of 
sufficient clinical interest to warrant publication together 
with a review of the literature. 
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ABSTRACTS 


P. de Vulpian, J. Auregan, J. Kirsch and R. Toussaint. A 
propos de la Dysplasie Fibreuse. La Presse Médicale, 1951, 
59. 1404 


This article contains a reference to the 
Shedrow, Johannesburg. 

Fibrous Dysplasia is characterized by lesions of a fibrous 
nature affecting one bone or several. It takes a minor form, 
and a major form in which the bony lesions, generally grave, 
are associated with other disorders, of which the commonest 
are skin pigmentation and endocrine troubles. The disease 
has been distinguished from Recklinghausen’s Diseases and 
other forms of osteitis. It often announces itself in the first 
or second decade of life by a fracture, either spontaneous 
or resulting from slight trauma, and sometimes by successive 
fractures. In some cases it is bony deformities that attract 
attention. More rarely there is pain, not relieved by rest. 
The diagnosis is confirmed by X-ray and biopsy. The diag- 
nostic radiological feature is a pseudo-cystic appearance with 
disappearance of the normal trabeculation but integrity of 
the cortex of the bone. Biopsy shows a fibroplastic change 
with the formation of connective tissue replacing the medullary 
tissue. The pigmentation that occurs in more severe cases 
consists of patches described as the colour of café au lait 
or chamois leather, unilateral and often on the same side as 
the bony lesions. The skin remains otherwise normal. The 
endocrine symptoms, which occur only in females, consist of 
precocious puberty, and more rarely other disturbances. 

As to pathogenesis, while other writers regard the disease 
as acquired, the authors consider Dr. Shedrow's concept to 
be the most attractive and acceptable, viz. that the dysplasia 
is one of a group of reactions comprising all the concomitant 
anomalies, which result from a disequilibrium in the maternal 
metabolism. 


work of Dr. A. 


The Coronary Problem. A. McMahon (1953): 


Med. J., 49, 1 


Procaine amide has been of value in the treatment of prema- 
ture beats. This condition is not of grave importance in 
itself but may point to the risk of development of paroxysmal! 


West Virginia 


ventricular tachycardia and other arrhythmias. For this 
reason and because of the uneasiness aroused in the patient 
premature beats should be controlled. Pronestyl given orally. 
250 mg. to 1 gm. 3 to 4 times daily, is frequently effective 
in restoring normal rhythm in these cases. Pronestyl given 
by the intravenous route, 50 to 100 mg. per minute, has shown 
a marked degree of effectiveness in controlling ventricular 
tachycardia. Total dosage to be given depends on the patient's 
response. When normal rhythm is restored by intravenous 
pronesty! it may be maintained by giving the drug orally 
Care should be taken in the use of this drug as with any 
potent coronary preparation. 


Anxiety State in Premenstrual Tension and 
A. Jassin (1952): Prensa Médica Argentina. 


Treatment of the 
the Climateric. 
39, 2653. 


Tolserol has been successfully used in the treatment of 
anxiety states and distress and discomfort present in almost 
all cases of premenstrual tension. It has also proved effective 
in treating such conditions occurring during the climacteric 
Results have been good in a high percentage of cases. A 
total of 108 women were treated in this study, all of whom 
were engaged in such activities as office work or normal house- 
work. Symptoms of distress, irritability, insomnia, disturbed 
sleep. dizziness, and the like, were present in these patients. 
Tolserol did not in anv case alter the normal characteristics 
of the menstrual period. though it did reduce menstrual pain 
in some cases. Tolserol was given in tablets in divided doses 
for total daily amounts of 1.5 t 3.0 gm., for periods of 6 
to 12 davs. in a cyclical seauence corresponding to 3 to 6 
menstrual periods. Generally, treatment was begun in the 
premenstrual period (7 to 12 days), and continued throughout 
the menstrual period itself. The drug was very well tolerated 
as a rule. Results were rated ‘very good’ in 64 (59.2%) of 
the patients. In all these patients the psychological symp- 
toms were altered very favorably. There were ‘ good” results 
in 34 other cases (31.4% of the series), so that over 90% 
had either good or verv good results. In 10 patients (9.2% 
of the series) there was little or no improvement. 
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BENYLIN | 


EXPECTORANT 


A Benylin Expectorant® is a palatable cough preparation containing expectorants 


in combination with Benadry!®, an antihistamine compound with antispasmodic 


complete and decongestant properties. 


It assists in the liquefaction and removal of mucus from the upper respiratory 


cough tract, inhibits the cough reflex and has a soothing action on inflamed mucosa. 


Its pleasant raspberry flavour and its freedom from narcotics make Benylin 


Expectorant an ideal children’s cough preparation. 


syrup 


In bottles of 4, 16 and 80 fluid ounces 


Adult dose : 1 to 2 teaspoonfuls Children’s dose : 4 to 1 teaspoonful 


PARKE, DAVIS AND COMPANY, LIMITED im usa |p): 


Fuster information from any 


branch of LENNON LTD. 
HOUNSLOW MIDDLESEX ENGLAND 
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cardiology 


When anticoagulant therapy is indi- 
cated to protect cardiac patients 
against thrombo-embolism, Depo- 
Heparin—a preparation developed in 
the Upjohn research laboratories— 
simplifies heparinization. 


Deep, subcutaneous injection of Depo- 
Heparin (30,000 to 10,000 U.S.P. units 
—approximately 300 to 400 mg.) gives 
protection against intravascular clot- 
ting for about 24 hours. 


-po-~Heparin 
~ 


ch cc. contains: Heparin Sodium 200 meg. 
(20,000 U.S.P. units) 


Gelatin 180 mg. 


Dextrose, Anhydrous 80 meg. 
Water for Injection Qs. 


Preserved with sodium ethyl mercuri 
thiosalicylate 1:10,000 


Supplied with sterile disposable 1 cc. 
cartridge syringe 


* 


a product of 


| Upjohn | 


for Medicine... Produced with care... Designed for health 
THE UPJOHN COMPANY, KALAMATOO MICHIGAN, U. 


22-24 Essanby House, 175 Jeppe Street, JOHANNESBURG 


WESTDENE PRODUCTS (PTY.) LTD. P.o. Box 770 Telephone 23-0314 


CAPE TOWN: 21! CTC Buildings, Corporation Street, Phone 2-2276 PRETORIA: 222 Central House Central Street, Phone 3-3487 
DURBAN: Alliance Buildings, Gardiner Street, Phone 2-4975 
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South African Medical Journal 
Suid-Afrikaanse Tydskrif vir Geneeskunde 


VAN DIE REDAKSIE 
BESMETTING WAT DEUR DIE LUG VERSPREI WORD 


‘n Onlangse artikel in die Lancet oor die epidemiologie 
van streptokkebesmettings en hul nie-etterende kompli- 
kasies* is van belang vir die strekking wat dit in die 
algemeen het op besmetting (druppel) wat deur die lug 
versprei word. Soos met ander besmettings wat deur die 
lug versprei word is die gewone verblyfplek van groep-A 
streptokokke in die boonste asemhalingkanaal. Wanneer 
‘n persoon met 'n nuwe groep-A besmet word, word die 
organismes eers in die voorste neusholtes gevind, waar ‘n 
toestand van parasitisme mag ontwikkel. Die streptokokke 
vermenigvuldig dan en versprei in die neus en keel, 
waarskynlik in die bykomstige sinusse, wanneer kliniese 
siekte gewoonlik voorkom. Soos die akute simptome 
afneem, word die streptokokke in die neus en keel gewoon- 
lik vinnig minder, maar in sommige_ gevalle hou 
hulle vir maande aan, veral in die keel. Dit word beskou 
dat hierdie periode van parasitisme die ,herstellende 
draer’ stadium insluit. Gedurende hierdie tyd mag ‘n 
verlies van tipe-spesifisiteit voorkom. Of dit ‘n vermin- 
dering van boosaardigheid aantoon, is nie duidelik nie; 
dit kan deur dier-oorenting herstel word. Dit mag egter 
wees dat die kwantitatiewe en kwalitatiewe veranderinge 
beide ‘n rol speel by die bepaling van die verspreiding 
van die besmetting by die mens. 

By besmetting wat deur die lug versprei word is dit die 
algemene opvatting dat daar twee gewone roetes van 
oordraging 1s, viz. (1) direk tussen twee persone deur 
liggaamlike kontak Of deur druppeltjies wat vir kort 
afstande deur die lug trek, en (2) indirek deur besmette 
voorwerpe of via die lug deur middel van druppelkern 
of stof. Daar is min direkte bewys van die relatiewe 
belangrikheid hierdie verskillende maniere van 
verspreiding; maar die ondoeltretfendheic van pogings om 
besmetting deur die lug te verhoed by wyse van ultra- 
violetlig, erosole en die olie van viloere en komberse, 
suggesteer dat verspreiding deur druppelkern en stof op 
sy meeste slegs van sekondére of minder belang is. Die 
mees verdedigbare onderstelling is dat intieme kontak, 
soos dié wat in die huis en moontlik op skool voorkom, 
vir verspreiding vereis word, en dat fisiese kontak, of 
oordraging deur groter druppels oor kort afstande, die 
werkdadige faktor is. 

Daar is ander faktore wat met die voorkoms van groep- 
A streptokokkiese besmettings korreleer, soos ouderdom, 
klimaat, seisoen en die graad van saamdromming. Pro- 
fessor Dingle en sy medewerkers gee aan die hand dat 
die kousale belangrikheid wat in die verlede aan hulle 
toegesé is, weer ondersoek moet word. Die syfer vir 
streptokokkiese besmetting is byvoorbeeld gewoonlik die 
hoogste in die ouderdomsgroep 5-9 jaar, maar dit mag nie 
vathaarheid weerspieél nie maar slegs die geleentheid om 


* Ding'e. J. H.. Rammelkamp, C.H., Jun... en Wannamaker, 
L. W. (1953): Lancet 1, 736. 
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EDITORIAL 


AIR-BORNE INFECTION 


A recent article in the Lancet on the Epidemiology of 
Streptococcal Infections and their Non-Suppurative Com- 
plications* is of interest in its bearing on air-borne 
(‘droplet’) infection in general. As with other air-borne 
infections the usual habitat of group-A streptococcus is 
the upper respiratory tract. When a person acquires a 
new group-A infection the organisms are first found in 
the anterior nares, where a state of * parasitism® may 
develop. The streptococci then multiply and spread in 
the nose and throat, probably in the accessory sinuses, 
when clinical illness usually occurs. As the acute symptoms 
subside the streptococci in the nose and throat usually 
decrease rapidly, but in some cases they persist for 
months, especially in the throat. This period of parasitism 
is considered to include the ‘convalescent carrier’ state. 
During this time a loss of type-specificity may occur. 
Whether this indicates a loss of virulence is not clear; it 
can be restored by animal passage. It may be, however, 
that the quantitative and qualitative changes both play a 
part in determining the spread of the infection in man. 

In so-called air-borne infection the prevailing concept 
is that there are two usual routes of transfer, viz. (1) 
directly between two persons through physical contact or 
by droplets passing through the air for short distances, and 
(2) indirectly through fomites or via the air by means of 
droplet nuclei and dust. There is little direct evidence 
of the relative importance of these different modes of 
spread; but the ineffectiveness of attempts to prevent air- 
borne spread by means of ultra-violet light, aerosols and 
the oiling of floors and blankets suggests that spread by 
droplet nuclei and dust is at most of only secondary or 
minor importance. The hypothesis that seems most tenable 
is that intimate contact, such as occurs in the home and 
possibly at school, is required for effective spread, and 
that the operative factor is physical contact or trans- 
mission by larger droplets over short distances. 

There are other factors that correlate with the occur- 
rence of group-A streptococcal infections, such as age, 
climate, season and the degree of crowding, and Professor 
Dingle and his collaborators suggest that the causal 
significance they have been given in the past should be 
re-examined. For instance, the incidence of streptococcal 
infection is usually greatest in the age-group 5-9 years. 


* Dingle. J. H., Rammelkamp, C. H. Jun., and Wannamaker, 
1. W. (1953): Lancet 1, 736. 
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besmetting op te doen. Met die studie van siekte in 
families in Clevelandstad is die hoogtepunt van alle 
asemhalingbesmetting by jong skoolkinders bereik en, 
verder, die aanvalsyfer by voorskoolgaande kinders het 
van die aan- of afwesigheid van skoolkinders in die huis 
afgehang. Die voorkoms van asemhalingaandoenings 
het oénskylik afgehang van die geleentheid om besmetting 
op te doen. 

Die bevolkingstatistick van die laaste halfeeu het ‘n 
enorme afname getoon in die sterftesyfer van sekere siektes 
wat in verband staan met druppelbesmetting of besmetting 
wat versprei word deur die lug. Ujitstaande onder hierdie 
is tuberkulose van die longe, bronchitis en die longontste- 
kings, skarlakenkoors en witseerkeel, masels en kinkhoes. 
Dié neiging was duidelik vo6r die toepassing van 
chemotherapie en antibiotiese middels, en in die afwesig- 
heid (behalwe vir witseerkeel) van enige beskikbare 
spesifieke therapie; die mees aanneemlike verduideliking 
dddirvoor is die verbetering in sosio-eKonomiese omstandig- 
hede wat gedurende daardie jare by die massa van die 
mense van die Westerse nasie plaasgevind het. Hierdie 
mening word deur Suid-Afrikaanse ondervinding gestaaf, 
want die blanke seksie van ons bevolking het met die res 
van die wéreld 'n aandeel gehad aan die afname van die 
sterftesyfer aan hierdie siektes, terwyl dit nie van die nie- 
blanke seksies gesé kan word nie. Of die afname in 
sterfgevalle aan ‘n vermindering in die voorkoms Of ‘n 
vermindering in gevalle-sterftesyfer te wyte was, is ‘n saak 
waaroor die getuienis minder volledig is, maar die 
getuienis wat beskikbaar is dui op ‘n verlaging in die 
gevallesterftesyfer. Met ander woorde, die probleem van 
hoe die verspreiding van hierdie siektes beheer moet word 
bly onopgelos. 
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but this may reflect not susceptibility but simply the 
opportunity of acquiring infection. In a study of illness 
in families in the City of Cleveland the peak of all 
respiratory infections was in young school children and, 
further, the attack-rate in pre-school children depended 
on the presence or absence of school children in the 
home. The incidence of respiratory illnesses evidently 
depended on the opportunity of acquiring infection. 

The vital statistics of the past half-century have reflected 
a massive decline in the number of deaths from certain 
diseases that are associated with air-borne or * droplet’ 
infection. Prominent among these are tuberculosis of the 
lungs, bronchitis and the pneumonias, scarlet fever and 
diphtheria, measles and whooping cough. The trend was 
in evidence before the introduction of chemotherapy and 
the antibiotics and in the absence (except for diphtheria) 
of any available specific therapy; and the most likely 
explanation for it is to be found in the improvement in 
socio-economic conditions which took place during those 
years in the mass of the people of the western nations. 
This view is supported by South African experience; for 
the white section of our population has shared with the 
rest of the world in the reduction of mortality from 
these diseases, whereas this cannot be said of the non- 
European sections. Whether the decrease in deaths was 
due to lowered incidence or lowered case-mortality is a 
question in which the evidence is less complete, but such 
as is available points to lowered case-mortality. In other 
words, the problem of how to control the spread of these 
diseases remains unsolved. 


THE PATHOGENICITY OF ENTAMOEBA HISTOLYTICA* 


R. E_spon-Dew, M.D., F.R.S.S.AF. 


Honorary Director, Amoebiasis Research Unit, Council for Scientific and Industrial Research, Durban 


Entamoeba histolytica is a much maligned parasite. It 
has been found to take the blame for many, many things 


with which it has no concern whatsoever. It is my duty 
here to-day not to defend this little marauder but rather to 
try and establish a reasonable perspective with regard to 
its depredations. 

If one surveys the literature, one cannot but be im- 
pressed by the multitude of clinical phenomena which are 
attributed to FE. histolytica. 1 must admit, quite frankly, 
that I have not seen EF. histolytica named as a cause of 
ingrowing toe nails, but it certainly seems that this ts 
the only condition for which it has not been blamed. 
No—I must bar pregnancy. I can think of no record in 
which the amoeba was blamed for that! 

Why? Why has this parasite been blamed for so many 
different things? Is there any justification for this? That 
is what I propose to examine. 

First of all, FE. histolytica is reported in many, many 


*A paper read at the South African Medical 
Johannesburg, September 1952. 
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different conditions. Firstly, is this report justified? Those 
of us who concentrate on parasitology know only too 
well the difficulties which beset the microscopist in the 
identification of a parasite such as this. There are a multi- 
tude of things which may be mistaken for E. histolytica 
and though experts the world over have called attention 
to the danger of misdiagnosis of the parasite, nevertheless, 
this warning has only received lip-service in the majority 
of cases. E. histolytica is difficult to find, appears but 
erratically in the specimens examined, dies very easily 
and is similar to many other parasites, and, when found, 
is by no means always specific in its appearance. There 
are few truer words said than that in the diagnosis of EF. 
histolytica the enthusiasm of the uninitiated is only to 
be matched by the scepticism and caution of the expert. 
It is my own personal experience and I have dealt with 
some tens of thousands of cases that I am more likely to 
be approached as to the identity of an amoeba by one of 
my experienced technicians than I am by newcomers to 
the laboratory. Frequently, I don’t know, either! Let us 
make no mistake, therefore, when E. histolytica is reported 
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in a case, the first point on which we have to be able to 
reassure ourselves is that the object found ts, in fact, E. 
histolytica. 

Right, for purposes of argument we have established 
that the parasite we are encountering is EF. histolytica. 
but does that mean that it is necessarily causing the con- 
dition for which the patient presents. EF. histolytica is a 
pretty wide-spread parasite. It is found all the way from 
the tropics to the Arctic Circle. I don't know of any 
reports of it in the Antartic Circle, but it certainly occurs 
in Patagonia. So it does seem to be world-wide. Reports 
of its incidence vary. In the United States, it is alleged 
to be present in some 10°, of people, but are those 10% 
of people ill? I don't think so. It is obvious that F. 
histolytica can exist in a patient without causing any gross 
manifestations. I said manifestations, not necessarily 
pathology; that is a point which we will have to discuss 
later. Of that 10% of people in the United States who are 
harbouring the parasite, some may be ill, some may have 
dysenteric symptoms, but there is no doubt that a large 
proportion, a very large proportion, will have no symptoms 
of disease at all. Some will have ingrowing toe nails. 
Some will even be pregnant. Are we therefore to attri- 
bute the ingrowing toe nails or the pregnancy to E. his- 
tolytica? This is, of course, absurd, but it is but little more 
absurd than to attribute to the amoeba the lassitude, the 
headache, the weird allergic phenomena, the skin condi- 
tions and even that extremely common manifestation, 
‘Natal Fever’. All these and many others have been 
attributed to the amoeba. It is true that in at least 10% 
of these cases, the amoeba is found, but so again the 
amoeba is found in 10% of normal cases. So why should 
we blame the poor little blighter! I am not at all sure 
that the amoeba was not, in the past, used as an escape 
phenomenon by many medical men, particularly in those 
areas where the medical practitioners had become amoeba- 
conscious. One can fairly say that, at one time, the diag- 
nosis of amoebiasis was the ‘regular resort of the diag- 
nostically-destitute ". One may even go further. There is 
no doubt (and this may be considered on indictment) that 
having encountered cases of headaches in which E. his- 
tolytica was found in the stool over and over again, then 
many practitioners or some practitioners began to assume 
that the patient who presented with headaches and lassitude 
and the general feeling of vague ill-health had an amoeba 
and didn’t even bother to have the stool examined. There 
was an amoebo-mania in the physicians and a correspond- 
ing amoebophobia in the public. 

There are not really very many manifestations of dis- 
ease in which the association of the manifestation and E. 
histolytica is well and truly founded. Amoebic dysentery 
and liver abscess we have to accept, but all other mani- 
festations must be examined very, very closely before the 
association between the amoeba and the patient's com- 
plaint can be assumed. 

Does the presence of E. histolytica imply that there is 
pathology due to amoebae? Minute crateriform ulcers, 
erosions or what-have-you? This is indeed a burning 
question. And it is one which I cannot answer. There are 
the two schools of thought. One of which holds that 
wherever there is E. histolytica, there is pathology. The 
other holds that F. histolytica, may, under certain cir- 
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cumstances, remain a harmless commensal in the bowel 
Which of these is right?) When one considers the mant- 
festations of amoebiasis as seen in different parts of the 
world, there is much food for thought. Why is it, and this 
is a fact, that the dysenteric and liver manifestations of 
the disease are so much commoner in the tropics than they 
are in the temperate zones? Further, why it is that the 
patients who, having suffered from dysentery in the tropics. 
are apparently cured on moving to a temperate zone? 
Why is ts that certain peoples are more susceptible than 
others? We have in our own country a classic example— 
an example so gross as to form the subject material of a 
lot of research work. Why is it that in Durban particularly, 
the African gets the disease in an acute fulminating form 
complete with dysentery, perforations, liver abscess—the 
lot, and yet alongside of him, the Indian and European 
seldom show really severe manifestations of the disease? 
Is this a racial difference? We know that in part the 
horrible conditions of hygiene in which our peri-urban 
African finds himself is responsible, but that is not the 
whole story—-by no means. There is some other factor, 
other than the presence of the parasite, which determines 
whether or not the patient will suffer, whether the amoeba 
will remain in the bowel or in the pin-point crateriform 
ulcers or whether the amoeba will embark on a policy of 
invasion and destruction of its host. Amoebae may remain 
quiescent for years. It has been intimated that perhaps 
there is more than one race of such amoebae and there 
is a long string of names: Entamoeba minuta, Entamoeba 
hartmanni and the rest. Are these different amoebae, or are 
they the same amoeba under different circumstances? 


There is no doubt that the amoebae encountered in flagrant 


amoebiasis are larger, fatter and much more active than 
the ones encountered in the apparently symptomless case. 
Certainly in our African cases we have some whoppers; 
and in these cases we see them in such large numbers that 
the Durban story goes that we ‘don't bother to move the 
microscope slide but just wait for the amoebae to walk 
past. The only difficulty that we encountered is that the 
amoebae sometimes walk off with the coverslip’. Be 
that as it may; in the European type of case the amoebae 
are not like that, no, by no means. They are as vague and 
indefinite as is the symptomatology. Swellengrebel, and 
after him many others, postulated the theory that the 
amoeba in its so-called minuta form lives in the bowel as a 
harmless, or relatively harmless, commensal, and this may 
continue for many years, but under some trigger, the 
nature of which we do not understand, the amoeba may 
change its habits. It may become haematophagous, des- 
tructive to its host's tissues, invasive even to the other 
ends of the body, but what of itself under these circum- 
stances? Swellengrebel pointed out that it is extremely 
unlikely that the invasive type of amoebae would encyst 
and therefore their chances of posterity are very, very 
small, so small as to be absent. This is a most interesting 
theory. Certainly our own experience bears it out in part. 
We know that Africans presenting in Durban fresh from 
the country do not have or have not had dysentery and 
they show cysts and an occasional free form, but there is 
something in Durban which triggers a fulminant explosion, 
so fulminant that the history may only be of a few days’ 
duration and so explosive that in a matter of hours the 
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patient is in the mortuary with a bowel riddled from end 
to end with amoebae. What do we know of this trigger; 
not a great deal. 

That there is an association between amoebae and other 
organisms, mainly bacteria, is well known. The amoeba, 
LE. histolytica, of course, is unable to live by itself. There 
must be some factors in its metabolism which it is unable 
to elaborate. vitro, it will grow’ with certain 
bacteria. Jn vivo, it is generally in association with 
bacteria but in the liver or in the brain, if it gets 
there, the only other organism with which it is 
living is the patient. We know that by destroying the 
organisms living with the amoebae, we can also destroy 
the amoeba. This is not a commensalism between these 
organisms and the amoeba in their attack on the bowel, 
but rather it is a symbiosis in which these other organisms 
are elaborating some factor essential in the life of the 
amoeba. This factor is almost certainly available in the 
human liver. What it is, we don't know. There are a 
few things that we do know, but can we put these together 
to determine what it is that sends the amoeba olf on the 
‘rampage’. I said before that the amoeba does not grow 
without the presence of other organisms. If we investi- 
gate what is going on inside a culture we may learn some- 
thing. The oxidation-reduction potential of most bacterial 
cultures switches to the negative range within a few hours 
of inoculation. Thereafter, there is a gradual return 
towards neutrality. However, in some cultures, this return 
to neutrality does not occur. It is in those cultures which 
show the return towards neutrality that we can get the 
most active amoebic growth, but only during a certain 
phase of this return to neutrality. Once the E. histolytica 
begins to approach the neutral point, then the amoebae 
either die out or encyst. It is apparent that the amoebae 
require a reduced state, but not simply a reduced state. 
Anaerobiasis does not permit the amoeba to grow, but, 
in fact, generally kills it. Apparently, some dynamic 


state is required, a dynamic state which with our present 
knowledge can ony be provided by a living organism 
whether it be bacteria or man. 

Can we learn anything from the epidemiology of the 
As I said before, the 3 races in Durban 
The feature 


condition? 
get the condition in entirely different forms. 
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that springs to mind is diet. Does diet form the trigger? 
Thinking along these lines I experimented with rats. | 
placed some on an African diet, some on a European diet 
and some on an Indian diet, and then infected the lot with 
amoebae. The worst affected group were those on the 
European diet. Gone was my hope that there was some 
deficiency in maize which enabled the amoebae to grow at 
the expense of our Africans. I should have known better, 
for after all, it is the peri-urban, and not the rural, African 
who is the most susceptible to the disease. I was not able 
to carry on the feeding experiments further, but my friends 
in America were. Rats fed on purified carbohydrates 
such as gluten, saccharose and glucose were much more 
susceptible than those fed on starches. The parallel 
between these rats and our peri-urban African is obvious. 
The rural African feeds, or did feed, on the cruder 
starches. When he comes to town, he prefers to feed on 
what might be called European carbohydrates. He can- 
not afford protein and lives on what has been known as 
the “bun and lemonade’ diet. This bun and lemonade 
diet is particularly favourable to the development in the 
bowel of particular organisms, whether it be in rats or 
whether it be in man, and it is not unlikely that these 
organisms are the ones favourable to establishing the inva- 
sive phase of E. histolytica. 

What of the amoeba itself? Swellengrebel suggested that 
by becoming invasive, the amoeba was embarking on a 
suicidal course. Its progeny would have no hope of find- 
ing a new host because they were unable to encyst. What 
evidence is there of this? Only negative evidence. In our 
hands the invasive amoebae will not encyst in culture 
whatever we may do, whereas the overseas strains encyst 
with regularity. We are definitely dealing with an invasive 
amoeba. The overseas strains are very largely drawn from 
those from a different type of case. 

In conclusion, it is not possible with the short time 
available to deal with the many aspects of this condition, 
but if 1 have been able to suggest a wider view of the 
pathogenicity of this parasite, then I shall be happy. 


My thanks are due to the Council for Scientific and Industrial 
Research and the Natal Provincial Administration for their 
continued support. 


Pathological Laboratory, Addington Hospital, Durban 


There are several methods in use for concentrating para- 
sites in faeces and of these the Acid Sulphate Ether 
Method of Hamreck (ASE)! is probably the best for 
helminth ova, but it has the disadvantage that it is not 
suitable for protozoal cysts. The older Centrifugal Sedi- 
mentation process (CS)? concentrates both ova and cysts. 
Faust claims that his Zinc Sulphate Centrifugal Flotation 
technique (ZF)* ‘shows superiority over other methods 
for the concentration at one time of protozoan cysts, hel- 
minth eggs and larvae ’. 


This study was planned to determine the relative effi- 
ciency of the two latter as dual-purpose methods. With this 
in view, 1,500 stools were tested by CS and ZF, and in 
order to make the comparison as close as possible, both 
techniques were applied to identical portions of all such 
specimens. As larvae were found in only a few of these, 
they were not enumerated in this survey. 

In order to prevent any doubts that may otherwise arise 
about the technique employed, details of the procedures 
are here given in full: 


a 
ae 
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THERES STRENGTH IN 


COMBINED ACTION 


é, 


The answer to many a_ problem 
lies in combined action. Witness the higher 
blood levels and the greater clinical efficacy that have been 
reported from the oral administration of penicillin and the sulphon- 
amides simultaneously in cases when the oral administration of the 
antibiotic or chemotherapeutic agent alone has been ineffective. 
A convenient means of applying this combined antibacterial therapy 
is Sulpenin. Containing penicillin, sulphadiazine and sulphamerazine 
in balanced dosage, it provides a valuable treatment for many 
infections due to susceptible micro-organisms. By utilising the 
synergistic action between penicillin and the sulphonamides the anti- 
bacterial range is increased, the likelihood of kidney damage is 
lessened and the tendency for the bacteria to develop mutant strains 
resistant to one or other of the component drugs is reduced. 


SULPENIN 


Combined Oral Penicillin and Sulphonamide Therapy 
In tubes of 10 and bottles of 100 tablets. 


Each tablet contains 
Crystalline Penicillin G (Potassium Salt), 100,000 units, 
Sulphamerazine, 0°25 gramme, Sulphadiazine, 0°25 gramme. 


Literature on request. 


INCORPORATED ENGLAND 


CONGELLA ROAD, DURBAN 
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INTRINSIC 
FACTOR 


(heat-labile) 


extracted and concentrated from hog 


stomach with that amount of 


SUG 


(Vitamin Bis) 


which it binds and potentiates. 
The resulting physiologically 
active, heat-stable 
product is 


SOLE SOUTH AFRICAN DISTRIBUTORS 


P.O. Box 256, Johannesburg. 
P.O. Box 568, Cape Town. P.O. Box 2383, Durban. P.O. Box 789, Port Elizabeth. 
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Now there are tWO strengths... 


‘ ESKACILLIN 


nN response to many 

requests from the medicai 
profession, ‘ Eskacillin’ is now 
available in two strengths 
‘ESKACILLIN’ So 

50,000 1.U. penicillin per 

medical teaspoonful (1 fl. dram) 
(NEW) 'ESKACILLIN’ 100 
100,000 1.U. penicillin per 

medical teaspoonful (1 fl. dram) 
The new *‘ Eskacillin’ 100 

retains all the palatability, stability, 
freshness, and ease of 


administration of ‘ Eskacillin’ 50. 


“ESKACILLIN’ 


the palatable liquid oral penicillin 


NOTE : The price of ‘ Eskacillin’ 50 has been reduced 


‘ Eskacillin’ 50 and * Eskacillin ' 100 are issued in 2 fl. oz. bottles, containing respectively 


ECP42SA 800,000 1.U. and 1,600,000 1.U. crystalline potassium penicillin G. 


Eskacillin 


M. & J. PHARMACEUTICALS (PTY.) LTD., DIESEL STREET, PORT ELIZABETH, for Smith Kline & French International Co., owner of the trade mark 


Associated with MENLEY AND JAMES LTD., LONDON 
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BROAD SPECTRUM ANTIBIOTIC OF CHOICE 


‘Perramycin 
IN THE BEST OF TASTE CE> 


for Oral suspension 


(RASPBERRY FLAVORED) 


potent— 


contains 250 mg. of pure well-tolerated Terramycin in each tea- 


spoonful (5 cc.) 


palatable— 


aqueous preparation unexcelled for palatability ensuring full 
patient acceptance 


Terramycin is also available in a variety of topical, oral 


and intravenous dosage forms for your greater convenience 


PFIZER INTERNATIONAL SERVICE CO., INC. Temmamycin | 
25 Broad Street, New York 4,N.¥..U.S. A. Pfizer) = 


STREPTOMYCIN 
DIHYOROSTREPTOMYCIN 


WORLD'S LARGEST 


POLYMYXIN 
Distributor: PRODUCER OF | 84CITRACIN 
PETERSEN LTD. COTINAZIN 


ANTIBIOTICS | PRONAPEN 


P.O. Box 38, Cape Town 
P.O. Box 5785, Johnnesburg 
113, Umbilo Road, Durban 
South Africa 
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1. By means of a glass rod, a mass of stool—about 2-5 


grammes—is thoroughly comminuted in a test-tube containing 
10 c.c. of tap-water. 

2. A single layer of cotton gauze is held over the mouth 
of this tube, which is then inverted and the suspension strained 
directly into a 3 4 inch, stout, round-bottomed test-tube. 
By this means filter-funnels are dispensed with. 

3. The tube is centrifuged for one minute at 2,500 r.p.m. 

4. The supernatant fluid is poured off, 1 or 2 c.c. of tap- 
water added and the sludge well broken up by flicking the 
tube with the finger tips; then the tube is filled up with tap- 
water. 

5. The tube is again spun for a minute at 2,500 r.p.m. 

6. Steps 4 and 5 are repeated. 

7. After decanting the top liquid, the washed sediment is 
broken up by flicking as before, and a wet preparation made, 
plus a drop of Lugol's solution. Whilst this is being examined 
microscopically the process is being continued thus: 

8. To the balance of the deposit is added 2 or 3 cc. of 
zine sulphate solution (S.G. 1.18) and thoroughly incorporated 
in it: then the tube is filled to within half an inch of the brim 
with the same liquid 

9. The tube is centrifuged for 2 minutes at 2,500 r.p.m. 

10. Four or 5 large loopsful of the resulting scum are 
transferred to a slide, mixed with a drop of Lugol's solution, 
mounted and examined. 


NOTES ON TECHNIQUE 


(a) As described above, the washed centrifugal sediment and 
the zinc flotation pellicle are derived from the same sample 
of each faecal mass. Exact comparison of the 2 methods is 
thus achieved. 

(b) The stools were dealt with in batches of 8, as this was 
found to be the optimum number for one examiner to handle 
at one sitting. 

(c) Although Faust recommends D’Antoni’s iodine solution 
instead of Lugol's, this is a refinement which does not 
materially affect the end results. 

(d) The specific gravity of each bottle of zinc sulphate 
solution was checked by means of a Twaddle hydrometer. 

(e) In some of the tests tap-water was replaced by normal 
saline solution. Although this was done particularly when 
searching for ova of S.mansoni, it is probable that saline is 
better for general use than tap-water. 

(f) The processing was undertaken by one or other of threc 
reliable technicians and the microscopical work was all 
carried out by the author. 

The 1,500 stools of this series were derived from Euro- 
pean and Coloured patients attending Addington Hosp‘tal. 
All such specimens were treated in the manner described 
in the foregoing, and the results are tabulated below. 


TABLE 1 
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TABLE 2 


Times found Times found 


by CS but by ZF but 
Parasites not by ZF not by CS 
Ova of Trichuris , 254 25 
Ova of Ascaris ... ... 139 
Ova of Ankylostoma 18 13 
Ova of Taenia ... ... 12 - 
Ova of Hymenole pis = 1 
Ova of Enterobius 2 2 
Ova of S.mansoni ... 8 
Ova of S.haematobium 6 
439 45 
Cysts of E.histolytica ... 4 3 
Cysts of E.coli : 17 26 
Cysts of J.butschlii ... 2 2 
Cysts of Glamblia ... . 14 8 
37 39 
TABLE 3 


The following ova were seen in direct faecal films, but were 
not found in either concentration process. 


Ova of Trichuris 61 
Ova of Ascaris . = 21 
Ova of Taenia ia 3 
Ova of Enterobius ms 1 
86 times 


Neither ova nor cysts were detected in 713 of the 1,500 
specimens. 


TABLE 4 


In the first 300 stools the deposit remaining after zinc flotation 
was examined and the following ova were found which had 
not appeared in the scum. 
Ova of Trichuris 
Ova of Ascaris 
Cva of Ankylostoma 
Ova of Enterobius 
Ova of S.mansoni 


=| 


Times found Times found 


Parasites (ova) by CS by ZF 
Ova of Trichuris ... 364 130 
Ova of Ascaris ... ... sic 227 94 
Ova of Ankylostoma 7 42 40 
Ova of Taenia ... ... eer 24 11 
Ova of Hymenolepis wes x 9 
Ova of Enterobius ... 5 4 
Ova of S.mansoni ... 10 1 
Ova of S.haematobium 12 4 
692 293 
(Cysts) 
Cysts of E.histolytica 24 
Cysts of E.coli ; 122 140 
Cysts of I. butschlii 15 11 
Cysts of G.lamblia 76 69 
Cysts of C.mesnili 1 1 


DISCUSSION 


It must be emphasized that all the microscopical work was 
done by the same observer, so that any errors in diagnosis 
are equally applicable to both methods. The identical stool 
emulsion was used for the two techniques; thus the error 
of sampling was reduced to a minimum. 

Table 1 shows that there was little to choose between 
CS and ZF for detecting cysts, although it must be 
admitted that Faust’s technique produces them in greater 
profusion, and they are more readily seen by reason of 
the fact that such preparations are comparatively free 
from faecal debris. With regard to worm eggs, however, 
there is no question as to which was the better. The total 
figure for sedimentation is nearly 2.4 times as great as that 
for flotation. Of the separate types, Taenia was found 
twice as often in CS as in ZF, S.mansoni 10 times and 
S.haematobium 3 times as often. In view of a statement 


2 
241 245 7 
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by Craig and Faust,' that “The zine sulphate centrifuga! 
flotation technique 1s efficient for the concentration of 
S.mansoni eggs from faeces, the figures shown in this 
table are quite illuminating, because only once were such 
ova found by this method, whereas they were seen 10 
times by CS. This result agrees with the experience of 
many other workers who find that mansoni ova seldom 
float in zine sulphate 

The comparative figures for Trichuris and Ascaris are 
overwhelmingly in favour of CS. 

Table This reveals that, where cysts are concerned 
neither method ts infallible, for sometimes ZF is positive 
and CS is negative, whereas in other instances the opposite 
occurs. Excess of neutral fat in a specimen may obscure 
the ZF result by producing a scum composed almost 
entirely of oily matter. With regard to ova, ZF rarely 
scored over CS but the reverse was a common occurrence 
as may be seen by the figures of 45 as against 439. This 
table adds additional evidence of the marked superiority 
of CS over ZF for the detection of ova. 

Table 3. From this table one can see that both methods 
may at times fail to reveal ova which are known to be 
present in a specimen. The following are offered as pos- 
sible reasons for these discrepancies: 

1. In every instance in which this occurred the eggs 
were scanty as Seen in the direct preparation. 

2. Such films were not made from the same portion of 
stool as that used for concentration, and the ova may not 
have been equally distributed throughout the faecal mass. 

3. Both Trichuris and Ascaris eggs may be easily dis- 
rupted. This fact is evidenced by the swollen or damaged 
forms which one sometimes finds both before and after 
processing the specimen, 


4. The stools are often kept overnight in a refrigerator 
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before concentrating, so that the ova may undergo degen- 
eration and become unrecognizable. 

Table 4. This table is inserted to prove that the absence 
of ova from the zinc sulphate scum was not due to the 
withdrawal of a small portion of the deposit prior to flota- 
tion, but rather to their failure to rise to the surface of 
this fluid under the conditions of the test. 


CONCLUSIONS 


1. 1,500 Faecal specimens have been treated by the 
Zine Sulphate Centrifugal Flotation technique and by the 
Centrifugal Sedimentation method in a series of parallel 
investigations. 

2. The tabulated results show that for the detection of 
helminth ova, Faust’s process is not as efficient as the 
originator claims. 

3. Evidence has been produced to prove that the sedi- 
mentation test is far superior to the flotation procedure for 
demonstrating the presence of worm ova in stools. 

4. Both processes are useful for concentrating protozoal 
cysts, but flotation is somewhat better than sedimentation 
for this purpose. 

5. If Faust’s technique be employed, it should be sup- 
plemented by an examination of the washed deposit, or by 
the ASE process. 

The author is indebted to Dr. S. Holman for much valuable 


advice, for assistance in preparing this article and for permis- 
sion to publish it. 
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: VERENIGINGSNUUS 


Care WESTERN BRANCH 


on URINARY 


RESUME OF «A SYMPOSIUM 


The President of the Branch, Mr. R. Lane Forsyth, welcomed 
all members present and especially those who had come from 
the country districts. He then invited Mr. L. B. Goldschmidt, 
as convener of the symposium, to take over the proceedings. 

Mr. Goldschmidt introduced the symposium by pointing 
out the great advance that had been made in prostatic surgery 
in recent years. The symposium covered a wide field and 
to this end 2 general practitioners and 2 specialists would 
give their views on the subject. He then asked Dr. J. P. 
Immelman to open the symposium, 

Dr. Immelman said that he would discuss the clinical side 
as seen by the general practitioner. Although stricture of 
the urethra used to be a common cause of urinary obstruc- 
tion, it was seen much less commonly these days, because 
of the efficient treatment of gonorrhoea by the antibiotics. 
In women it seldom presented itself, and when present was 
usually due to pressure on the urethra from outside, such as 
by uterine tumours or foreign bodies in the vagina. He 
remembered one case where he had removed a whisky glass 
from the vagina 

The main problem to be discussed to-night was in regard 
to prostatic obstruction, of which the main types were senile 
hypertrophy, contracted bladder neck, bladder-neck bars, 
carcinoma of the prostate, and less frequently impacted 
urethral calculi 

Dr. Immelman then discussed the etiology and pathology 
of obstruction at the bladder neck and pointed out the various 
methods of diagnosis. He saw no objection to the use of the 
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urethral catheter to measure the residual urine which indicated 
beginning bladder failure. In general surgery this was not 
indicated until the residual urine exceeded 4 ounces. 

He discussed also the value of special investigations, like 
blood-urea estimation and intravenous pyelography. It was 
his opinion that in older people with cardiovascular disease 
one should be hesitant to advise surgery, but rather to reduce 
the amount of nocturnal frequency by restricting fluids after 
6 p.m., by treating urinary infection and by restricting the 
use of alcoholic beverages. If these measures did not bring 
sufficient relief, then the case should be referred to a urologist 

Cases who presented with acute retention should be cathe- 
terized for their relief. Very often they would urinate quite 
well after this. If not, they needed further investigation. 

The expectancy of life had increased considerably in latter 
years and many more men were reaching the prostatic age 
than before. Carcinoma of the prostate should constantly 
be watched for, and a firm nodule felt in the prostate on 
rectal examination should call for further investigation. 

Mr. Goldschmidt thanked Dr. Immelman for his address 
and commented that in his opinion there should be as little 
delay as possible before cases of prostatic obstruction were 
referred to a specialist for surgery. He felt that quite often 
valuable time was lost before a complete urological investiga- 
tion was undertaken. He then asked Mr. J. A. Currie to 
address the meeting. 

Mr. Currie discussed the diagnosis of urinary difficulty. He 
mentioned briefly that hypospadias and urethral valves 
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occurred in young intants, and that in these days small preci- 
sion instruments were available to make the diagnosis in 
even the very young. Strictures in young males and even in 
women should not be forgotten. Acute infections of the 
prostate and Cowper's glands were also occasional causes of 
acute retention. 

The main problem to-night, however, was obstruction due 
10 prostatic pathology, of which there were 3 main types, viz. 
semie adenoma, contracted bladder neck and carcinoma of 
the prostate. The diagnosis was made by an intelligent clinical 
and special investigation of the patient. Much can be learnt 
from observing the patient, and particularly how he passes 
water. Rectal palpation of the prostate gland was very 
important and often enabled one to distinguish between the 
3} main types of prostatic obstruction. Prostatic calculi could 
sometimes be diagnosed by producing crepitus under the 
examining finger. 

Of all the special investigations radiography was the most 
useful. Mr. Currie demonstrated several X-ray plates to 
show the features observed on X-ray examination. Residual 
urine could also be measured by taking a post-evacuation 
X-ray plate. Mr. Currie said that he was not strictly opposed 
to the use of a catheter in establishing whether the bladder 
was being completely emptied or not, but he agreed that even 
with the greatest care, catheterization usually meant infection 
Those cases who obviously needed prostatectomy should not 
be catheterized until admitted to hospital. Acute retention, 
however, should be treated by catheterization for the patient's 
comfort. Where the diagnosis was not obvious, he saw no 
objection to catheterization to establish the amount of residual 
urine, 

The main indication for prostatectomy was inability to pass 
urine properly. Mr. Currie warned the meeting that is was 
an operation not to be lightly undertaken, and that one should 
be hesitant to operate for increased frequency only 

Mr. Goldschmidt congratulated Mr. Currie on covering so 
wide a field in the time at his disposal. He was particularly 
glad to note that Mr. Currie had paid great attention to the 
climecal side of the diagnosis. He then asked Mr. S. Scher 
to address the meeting 

Mr. Scher said that he would confine his remarks to urinary 
difficulty due to prostatic causes. 

Acute inflammatory conditions of the prostate with a definite 
collection of pus should be opened by the perineal route 
and drained. Where pus was not present the treatment would 
be by antibiotics, and if necessary urethral catheterization, 

Non-inflammatory conditions of the prostate were the usual 
causes of prostatic obstruction, and where the obstruction 
was definite, operation should be advised. Conservative 
methods and watching the case usually ied to the patient's 
becoming older and less able to stand prostatectomy success- 
fully. 

Acute retention of urine should be treated by catheteriza- 
uon, Often the power to urinate would return, but if not, 
operation should be advised and the patient be admitted to 
hospital. Chronic retention of urine can only be treated by 
operation. Mr. Scher said he was not opposed to pre-opera- 
tive catheter drainage to the end that renal function would 
be improved. 

In regard to the definitive operation employed, Mr. Scher 
was of the opinion that the fibrous prostate was best treated 
by transurethral punch or resection. The senile enlargement, 
or adenoma, he considered best treated by the retropubic 
prostatectomy. Some surgeons still preferred transvesical 
prostatectomy. in which case the bladder might be closed 
with only urethral drainage. or it might be drained by cystos- 
tomy. In his own practice he confined himself to one or other 
of the methods mentioned above. 

Mr. Scher then discussed the relative merits of the various 
types of operation and made mention of the fact that in his 
experience the retropubic operation generally had a very 
smooth convalescence. The overall mortality of open prostat- 
ectomy is about 5°, whilst the mortality of the transurethral 
resection or ‘punch prostatectomy’ was The trans- 
urethral methods, however, were quite often followed by a 
recurrence of obstruction at a later date. 

Carcinoma of the prostate was very well dealt with by 
endocrine treatment and by orchidectomy. These cases some- 
times also reed transurethral resection. It seemed likely that 
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corlisone might be useful in depressing suprarenal tunetion, 
and in this way depressing the production of male hormone, 
which stimulated the growth of prostatic cancer cells. Radical 
prostatectomy tor carcinoma of the prostate gland was seldom 
undertaken because the cases were generally not seen early 
enough. 

Mr. Scher then went on to discuss the after-care of prostat- 
ectomy. He dealt at length with the various immediate and 
remote complications, 

Mr. Goldschmidt thanked Mr. Scher for his contribution 
to the symposium, and asked Dr. John Dommisse of Worcester 
to discuss the question as seen by the general practitioner in 
a rural area 

Dr. Dommisse thanked the Branch on behalf of the Wor- 
cester Division for the invitation to address the Cape Western 
Branch. He said that he had looked over the records of the 
Worcester Hospital for the past 3 years, during which they 
had had a total of 39 cases of urinary obstruction. Only 20 
of these were due to the prostate, and on these prostatectomy 
had been done. He did not know whether this was a true 
incidence-figure, and felt that many such cases may have been 
referred to Cape Town 

Dr. Dommisse said his personal experience was meagre but 
he had discussed the question with Dr. J. Luyt, senior. The 
practice at Worcester for many years had been to relieve 
acute retention by urethral catheterization and to continue 
with intermittent urethral catheterization until the patient's 
general condition permitted the operation of prostatectomy. 
Since :aboratory methods of special investigation were not 
available to them, they put great reliance on a_ sufficient 
concentration of urine, as measured by the specific gravity. 
Where possible a one-stage prostatectomy was done, but 
frequently a 2-stage prostatectomy was undertaken. Great 
care and personal attention was given to bladder washouts 
before and after prostatectomy. The anaesthetic most com- 
monly used for prostatectomy was a spinal anaesthetic. 

In regard to the immediate decompression of a distended 
bladder, Dr. Dommisse said that this was frequently done 
and they had had no reason to believe that is was a dangerous 
practice. 

Carcinoma of the prostate was satisfactorily dealt with by 
giving female hormones and by doing orchidectomy in some 
cases. Dr. Dommisse would like to know from the meeting 
whether a complete orchidectomy was necessary or whether 
a seminectomy would suffice. 

Mr. Goldschmidt thanked Dr. Dommisse for his address 
and invited the members to discuss the problem of urinary 
difficulty. 

Dr. P. W. Michau mentioned lower lumbar instability as 
a cause pf urinary difficulty and frequency. By lower insta- 
bility he meant various lesions and displacements of the lower 
lumbar vertebrae, including slipped discs. Where a thorough 
orthopaedic examination did not clinch the diagnosis, urologi- 
cal investigation was called for. The orthopaedic cases with 
urological symptoms got complete relief from either traction 
manipulation or as a last resort operative treatment. 

Dr. I. Jacobson said that in his opinion the important 
thing about prostatic obstruction was that the patient should 
be fully investigated before being operated upon. He did 
not object to the use of a urethral catheter for acute retention, 
but special investigation including intravenous urography was 
essential. He supported those authorities who held that sepsis 
was the main cause of poor results in prostatectomy, and 
for this reason he was against the 2-stage prostatectomy. For 
this reason, also, he did not favour catheterization before 
prostatectomy if it could be at all avoided. The patient 
with chronic retention who has never been catheterized, has 
a better chance to survive prostatectomy than one who has 
been frequently catheterized. 

Dr. M. Helman mentioned that he had noticed urinary 
difficulty and even retention of urine following the use of 
aminophylline. He enauired whether the meeting had met 
with a similar experience. He also mentioned that he had 
found pituitary snuff verv useful in the treatment of nocturnal 
enuresis in children, and wondered whether it would be of 
use in the frequency of older people. 

There being no further discussion, Mr. Goldschmidt thanked 
the members for being present and the speakers for their 
contributions. The President then adjourned the meeting at 
10.30 p.m 
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£ 
Accumulated Funds 
Balance, 31 December, 1951 
Less: Excess of Expenditure over Income for 
the year ended 31 December, 1952 1, 


28,874 
$77 


National Health Services Emergency Fund 
Capital Account 272 

Balance, 31 December 1951 

Less: Expenditure during the year ended 31 
December, 1952 —Delegates Expenses 


Sundry Creditor 


Liabilities 
Sundry Creditors 


£ s. 
27,296 


d, 


6 9 Assets 


nue, Newlands, Cape—-At Cost 
Investments—At Cost 
Union Government Stocks 
House (Proprietary) Limited 


in Saambou (Permanente) 


Beperk 


House, Johannesbur 
Funds with Cape 


7,470 19 6 Bank Society 


Cash at Bank and On Hand 
Cash at Bank 


£35,049 8 9 


Loan—Southern Transvaal Medical 
tion Estates (Proprietary) Limited 
Secured by First Mortgage Bond on Medical 


of Good ape 


Sundry Debtors, less Reserve for Doubtful Debts 


National Health Services angen y Fund 


£ 


Landed Property—‘Byrness’, Newlands Ave- 


7,278 18 


3,195 0 
16,745 19 


Office Furniture, Fixtures and Machines—Head 
Office and Agency: At Cost, less eevee 


4,335 0 0 
2,550 0 0 


2,550 Shares of £1 each, fully paid, in Medical 


7,000 Fully Paid up Indefinite Shares of £1 each 
Bouvereniging 


7,000 0 0 
00 


Associa- 


1110 19 § 


6,946 
601 
282 


aSe 


£35,049 8 


We have examined the books and accounts and vouchers of the Association and have satisfied ourselves of the existence of the securities. 
information and explanations which, to the best of our knowledge and belief, were necessary for the purpose of our audit. 


have been kept by the Association, so far as appears from our examination of those books. 


The above Balance Sheet and attached Income and Expenditure Account are in agreement with the books of account. 


mation and according to the explanations given to us, the said Accounts give the information required by the Companies Act, 
ives a true and fair view of the state of the Association's affairs as at 31st December, 1952, and the Income and Expenditure Account 


required, and the Balance Sheet 


gives a true and fair view of the loss for the twelve months ended on that date. 


Cape Town, 
9 March, 1953 


INCOME AND EXPENDITURE 


We have obtained all the 
In our opinion proper books of account 


In our opinion, and to the best of our infor- 


1926, as amended, in the manner so 


Gurney, Notcutt & Fisher, 


ACCOUNT FOR THE Mowntus ENpep 31 


Chartered Accountants (S.A.), 
Auditors. 


DecemMperR 1952 


To Priming of Medical Journal 
To Printing of Clinical Science 
To Administration and Publication Expenses 
Salaries, Pension Fund, Unemployment Insu- 
rance and Pension 
Postages and Telegrams 
Sundry Expenses 
Printing and Stationery, and Office Requisites 
Rent ‘Medical House’ 
Wrappers 
Depreciation of Office Furniture, Fixtures and 
Machines 
Telephones 
Audit Fees 


15,407 
1,217 


722 


To General Expenses 
Travelling Expenses 
Delegates 
stall 


Translating and Printing Memorandum and 
Articles of Association 

Fee—History of Medicine in South Africa 

Medals 

Tariff of Fees Booklets 

Entertainment Expenses 

Bad Debts 


Purchases less Sales 


To Grants to Universities for Library Services 
Cape Town 
Witwatersrand 


By Income from Medical Journal . 
Advertising, less Commission 
Subscriptions and Sales 
Miscellaneous 


Income from Clinical Science 
Subscriptions and Sales 
Advertising, less Commission 


By General Income 
Agency 
Insurance Commission 
Capitation Fees 
Interest on Investments . . 
Rent “‘Byrness"’, less Expenses 
Miscellaneous 


Cows 


3345 9 8 
By 

Income transferred to 
Account 


£ s. d. 


26,731 10 8 


Balance, being Excess of Expenditure over 
Accumulated Funds 


1,877 19 3 


5 
510 13 June 1953 
s. £ | s. d. 
6 0 
19 3 
282 2 6 5 
s 9 
2 6 
£ 4 £ s.d. 
20,044 11 11 2,82 
ose 32,828 311 
19,985 6 4 _ 5,962 8 9 
134 4 6 
| | 1,187 19 7 
569 8 8 
600 
484 9,182 0 0 
3 
355 1 7 
253 3123117 3 
300 603 1 1 
- 169 17 3 
2171 6 8 oct 
1,425 3 
746 3 3 
417 18 
250 0 0 
196 14 6 
140 0 6 
100 0 
69 10 
soo 0 0 
280 0 
250 0 
£44,776 2 9 £44,776 2 9 
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for chilblains 


Pernivit has proved to be remarkably effective both in 
treatment and in the subsequent prevention of chilblains. 
It utilises the vasodilator properties of nicotinic acid 

and the effect of vitamin K in maintaining normal blood 
coagulability and vascular permeability. 

Irritation and inflammation are quickly relieved. 

Dosage is from two to six tablets daily according to the 


severity of the case. 

Pernivit is available in bottles of 50 and 500 tablets. 
Literature is available to members of the 

Medical Profession on request. 


BRITISH DRUG HOUSES (SOUTH AFRICA) (PTY.) LTD. 
123 JEPPE STREET, JOHANNESBURG 
LONDON TORONTO - SYDNEY - BOMBAY - AUCKLAND 


PrvtJSAF/544 


For the ‘bilious’ or ‘liverish’ patient 


DEHYDROCHOLIN is the most active and least toxic of the bile acids. 


Since it is highly effective in promoting the secretion of bile and 
therefore aids the digestion and absorption of foodstuffs, 
particularly fats, it is indicated particularly for the treatment 

of ‘bilious’ or ‘liverish’ conditions. 
Dehydrocholin also useful in’ establishing normal 
bowel action in patients with a deficiency of bile and in 
patients needing mild peristaltic stimulation. Dosage ot 


three tablets three times a day is recommended. 


‘DEHYDROCHOLIN’ 


Tablets for oral administration, each containing 0.25 gramme in bottles of 20 
and 100 Solution for injection ampoules containing 2 eramme of sodium 


dehydrocholate in 10 mi Boxes of 6 ampoules. Literature « available on request 
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in paediatrics 


/ Benger Laboratories 


apreparation of the enzyme hyaluroni- ‘Hyalase’ is also widely used to facili- 
dase extensively employed as an aid tate local anaesthesia in obstetric and 
to subcutaneous rehydration therapy orthopaedic practice and has recently 


is of particular value to infants. been found of value in plastic surgery. 


Ocetoils of these anc other apd/ications are odtainad/e on request. 


BRITISH CHEMICALS & BIOLOGICALS (S.A.) (PTY.) LTD. 
259 COMMISSIONER STREET, 
JOHANNESBURG. 
P.O. Box 5788 


XxX 
4 
3 
d f 
the ‘spreading factor’.: 
| 
‘Aye 
I 
<7 1 
Tay. 


Junie 1953 S.A. TYDSKRIF VIR GENEESKUNDI 


BENEVOLENT FuND 


INCOME AND EXPENDITURE ACCOUNT FOR THE TWELVE MONTHS ENDED 31 DECEMBER 1952 


t s. d s 
To Benevolent Payment: 2.073 0 0 By interest on Investments 1.468 0 10 


To Sundry Expenditur: wo O 8 By Appropriation from Capital for Additional 
Stationery 3 Benevolence 


o14 19 10 
General Expenses 


2.083 


AccUMULATED FUNDS ACCOUNT 


d 
7 Appropriation to Income and Expenditure By Balance, 31 December 19%1 
4ccount for Additional Benevolence : ol4 19 10 By Contributions to Capital for the Twelve Months 
1» Balance, carried forward 35,643 6 4 ended 31 December 1952 
Donations 
Services Rendered 
Votive Cards 


2 £36,258 6 2 


We report that to the best of our knowledge and belief and on information supphed to us the above statements of Income and Expenditure and Accumulated Funds 
ire correct 


Cape Town, Gurney, Notcutt & Fisher, 
9 March, 1953 Chartered Accountants (8. 4.), 
Auditors. 


BENEVOLENT FUND 


BALANCE SHEET, 31 DECEMBER 1952 


i s d 
Assets 
Investments at Costs M117 10 0 
Union Government Stocks 
£2,500 Union of South Africa, 34% Lecal 
Registered Stock 1962/65 
£1,500 Union of South “Africa, 34% Local 
Registered Stock 1952/57 
£1,125 Union of South Africa, 3° Local 
Registered Stock 1957/64 
£1,000 Union of South Africa, 3°, Local 
Registered Stock 1959/69 ; 
£1,000 Union of South —. 3% Local 
Registered Stock 1960/7 
Shares in Building coe 
United Building Society (177 Paid-up 
Permanent Shares of £50 each) 
Saambou (Permanente) Bouvereniging 
(11,700 Fully Paid-up Indefinite Shares 
of £1 each 
South African Permanent Mutual Building 
and Investment Society (60 Paid-up Per- 
manent Shares of £50 each 
Loan 
Medical House (Proprietary) Limited First 
Mortga on Medical House, Wale 
Street, Cue Town 3,500 


Sundry Debtors 
Medical House (Proprietary) Limited 280 
Interest Accrued 1 
Cash at Bank 
£35,644 6 4 


£35,643 6 4 


We have examined the above Balance Sheet with the books and vouchers of the Benevolent Fund and find it to be correctly stated. We have verified the Securities of 
the fund 
Cape Town, Gurney, Notcutt & Fisher, 
9 March, 1953 Chartered Accountants (S.4.}, 
Auditors 
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When 2 years ago | was elected Vice-President of this Branch 
1 began to think about a Presidential address! When 
assumed the office of President at the beginning of last year 
1 began to worry about my address and as 1953 dawned | 
was rapidly reduced to a state bordering on panic. A variety 
of subjects has passed through my mind but I feel that all 
of us have heard as much as we want about the * Declining 
Status of the General Practitioner’, the * Transvaal Hospitals 
Ordinance’, etc., and faced by many eminent specialists in 
various branches of medicine to-night, | have felt that a 
scientific address would lead me into too much difficulty and 
expose too many of my shortcomings, of which | am acutely 
aware. Therefore | have chosen as a subject something | 
teel is of importance to all of us viz, * The Doctor—Patient 
Relationship’. Most of what I shall say is based on experi- 
ence gained in 16 years of general practice, but | must also 
acknowledge my indebtedness to various authors whose books 
now grace the shelves of our Library of Medical History. 

The public has its most intimate contact with the profession 
through the individual doctor and his receptionist or nurse 
at his consulting room. Our primary aim as doctors is, or 
should be, to render service to our patients. The patient 
should feel that his doctor is his friend and confidant. At 
one time the medical profession held that enviable position 
in the eyes Of the public, but to-day more often than not 
that patient feels he is but an incident in the doctor's life. 
This | feel has been brought about by the commercial atti- 
tude adopted by a lot of doctors and secondly by the 
tremendous increase in specialization. No doctor can approach 
medicine from an entirely scientific point of view. He must 
make himself acquainted with his patient's family and econo- 
mic background as well. Often as not this background pro- 
vides the all-important clue in the diagnosis 

Apropos of specialization, | hope vou will find this little 
rhyme as entertaining as I did: 


THe General PRACTITIONER 


There comes a time in the lives of men 
When they wish that they could begin again 
At least this phenomenon must occur 

In the life of the General Practitioner. 
When he's tired of hopping out of bed 

To hold an alcoholic head 

Or calm . stomach over-fed 

Does he long for specialized work instead? 
If so, in this age of specialization 

What would become of the population? 
Whom could it call at one or two 

To diagnose a case of ‘flu? 

Whom could it get to come (and hurry!) 

To hold its hand and say, * Don’t worry *? 
So let the others take the prize 

And, Doctor, please don't specialize! 


Ellen G. Pfifferling. 


must never be too busy to explain to the 
necessity for certain procedures and what they 
will cost, and he must endeavour at all times to keep medical 
expenses low. To-day, with an increasing tendency for the 
doctor to use expensive drugs, often before he has completed 
his diagnosis, the cost of a simple illness such as “flu can 
be tremendous, and, I have no hesitation in saving, out of 
all proportion to the severity of the disease. This is also the 
era of Medication by Needle and the doctor should think 
twice before embarking on a course of expensive injection 
therapy, particularly as the patient will probably recover 
quite well without such therapy Injection therapy often 
causes the profession to lose face in the minds of the public. 


The doctor 
patient the 
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who feel at the end of the treatment, 
with a large bill, that really they are 
they started. Of course there 
demands expensive therapy. 
the doctor must oblige! 

The public to-day 1s being offered an ever-widening range 
of tree medical service, but it must be remembered that the 
patient who comes to consult you or who asks you to visit 
him 1s prepared to pay for your services. He is virtually 
the customer and must be treated with courtesy above ail 
else. Doctors should train their office staff in this regard 
and they should endeavour to make each individual patient 
feel that he is the most important one in the practice. 

When you see your patient or when he comes to see you, 
never interrupt him in his story unless it is to gain some 
essential fact he has not made clear. If he is not allowed 
to describe the condition as he sees it he will retain a fixed 
idea that you cannot arrive al a proper diagnosis because 
vou did not hear all the pertinent facts. He will feel that 


when they are faced 
no better than when 
is the patient who virtually 
For him or her | would say 


the untold part of the story was of vital importance in 
arriving at the proper conclusion. 
No matter what the ailment may be. patients do not 


believe that they have been properly cared for unless they 
have been examined. Old or new, seen frequently or seldom, 
eXamine and find out how your patients are and what troubles 
them 

One should always endeavour to have one’s talks with the 
patient alone. There are always some questions which a 
patient hesitates to answer in the presence of others. This 


is specially true when intimate personal matters are under 
consideration. [| have found that in a fair proportion of 
married couples there is some sexual unbalance and I am 


sure that the peculiar nervous ailments of women cannot be 
diagnosed unless one knows something of their sexual life, 
because their whole nervous mechanism is connected with it. 

Patients are never so keen on knowing the minute details 
of diagnosis as they are of knowing how long they will be 
sick and what it will cost. Your new patient 1s always more 
sceptical of you at the beginning than later when he has 
learned to have faith in you. 

One should not give one’s findings to a patient in a cold 
unfeeling manner—as much as to say, this is my diagnosis. 
take it or leave it. Patients wil! not tolerate such an attitude 
When necessary to scold or find fault with a patient, either 
preface or follow what you say by explaining that you are 
not scolding in anger, but because you feel an earnest desire 
to have them do right for everybody's sake. By thus soften- 
ing vour reproof you will disarm resentment and, no matter 
how severe, all you say will be taken in good part. Remem 
ber. * Praise loudly, censure softly’ 

There is always the time when the doctor must side-step 
the facing of the issue with a definite conclusion, but sooner 
or later a definite conclusion will be asked for by the patient, 
and unless the doctor can supply it he will have to make 
wav for some colleague who can give the answer. 

The ability to detect promptly loss of confidence or dissatis- 
faction is one which must be acquired. Continued suffering, 
protracted medication, unsatisfied suspense, inability to diag- 
nose a case clearly, and disappointed expectation of con- 
valescence, all tend to produce impatience and dissatisfaction 
in the minds of the patients and their relatives or friends. 
and to create doubts as to the knowledge, skill and judgment 
of the doctor. 

No dector, whether general practitioner or specialist. should 
hesitate to have a second opinion. If he has done his job 
properly, he has nothing to lose by asking a colleague to 
see his patient. 
firm his findings. I have 
for a second opinion should come from the 
than from the patient or his relatives. They 
vou are taking an active interest in their welfare. 
do not look down upon you for your request 


for the colleague will in all probability con- 
suggestion 
doctor rather 
then feel that 
and certainly 
On the 


found it wiser that the 


other 
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hand, if one muddles along and the patient does not improve, 
the relauves will soon say they are not satisfied and * will 
you please get another opinion?’ or they will tell you not 
to call again as they intend having another doctor. 

Having made a diagnosis the doctor must have no reserva- 
tions in his mind if he is to convince his patient. He must 
be sure he is right and this confidence is then passed on to 
the patient, who will act on his opinion and advice, having 
accepted the doctor's decision as a true fact. 

Never allow a patient to be uncertain of the meaning of 
your diagnosis. Irrespective of his standard of education, 
use the simplest words possible. One word of warning—it 
1s inadvisable to be too dogmatic in medicine; strange and 
inexplicable things happen daily; so any diagnosis should be 
covered with a way out. To have some grave condition 
develop suddenly and without apparent reason is a most trying 
ordeal, and if the doctor has left no way out for himself 
he will suffer undeserved blame and censure. 

Prognosis causes many pitfalls, the biggest of which is 
as to how long a patient will live. One must be most care- 
ful and cautious in stating that a patient can live but a few 
weeks, days or hours. It is a risky business and requires 
a wiser man than an, doctor to venture such a statement 
and be correct. No prognosis can be certain, but it is not 
practical to refuse to give patients some conception of our 
opinion of the duration of their illness. Patients are often 
more interested in this question than in any other concerning 
themselves. One can always state that the duration of sick- 
ness is uncertain; that much depends on the vitality of the 
patient as well as on his response to the treatment. One 
can, however, be outspoken in simple ailments when the out- 
come is apparent. 

In the case of incurable disease when the diagnosis is 
certain, it is often wise policy and taotful and in the patient's 
interest that he should not be told the entire truth: but 
what he is told must be accurate. One should point out 
the favourable features that are present and say that certain 
unexpected conditions might bring about improvement. No 
harm is done in looking for and pointing out the most hope- 
ful possibilities that could occur. Words should always be 
selected so that they may be the least distressing. Sympathy 
and interest in the condition should be shown at all times. 
Never use the word incurable. Very often telling the relations 
that the patient has ai incurable disease will cause you te 
lose your patient—not by his death but by the family’s 
changing to some other doctor in the hope that he may 
reverse your verdict and give a more favourable prognusis. 
However, if your diagnosis is correct the possibility of the 
patient’s leaving you should not deter you from giving the 
relatives the true picture, for it is usually verv important that 
thev shou'd know the truth, however unpalatable it mav be. 

Some patients idolize a doctor so long as he is lucky and 
has neither unfortunate cases nor deaths in the family. but 
as soon as either occurs they turn rudely and maliciousls 
against him. 

I feel that I cannot conclude my address on the Doctor 
Patient Relationship without elaboration on the place of the 
physician in the care of the dying. For a lot of what I 
am about to say now I must acknowledge mv indebtedness 
to the writings of Walter Alvarez, Emeritus Consultant in 
Medicine to the Mavo Clinic. A doctor is often at his best 
when bringing comfort to the slowly dying. The kindly and 
wise doctor will always trv to give comfort. not only by 
relieving physical pain. but by lessening mental distress. He 
will alwavs trv to give comfort to the patient’s loved ones 
whose anguish is often much greater than that of the invalid. 
One must be careful to avoid words of nity. because most 
sick persons do not like them. Thev prefer instead to feel 
svmpathy. as expressed in facial expression and behaviour 
Thev prefer the doctor to talk and act naturally. It is very 
hard for the doctor te enter the house of the slowly dving 
He enters presumably to cure illness and save life. and it is 
not pleasant to have to admit one’s inability even to do 
much in the wav of prolonging life. It is not easv to stand 
bv helnlessly for weeks or months watching the invalid as he 
slowly dies. As new and ever more distressing svmptoms 
appear, it is not easv to keep up an atmosphere of hope and 
a feeling that some helpful drug may still be found. 
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Personally I think it is wrong to withold the entire truth 
from a patient as his disease progresses. Few patients are 
so stupid as not to realize that they are seriously ill. If the 
doctor does not talk frankly, the patient is left with a great 
feeling of loneliness and isolation. It is hard to have every- 
one putting him off when he 1s full of questions to which 
he wants answers. Of course there 1s no need to force the 
truth on those who ask no questions. No doctor who has 
examined an old man and finds him to have an inoperable 
carcinoma of the prostate need tell him about it, particularly 
if he has high blood pressure and heart disease and might 
die of a stroke at any time. 

When called to the house of a dying man particularly at 
night no doctor should refuse to go on the grounds that he 
can do no more, because if the patient dies that night the 
family will always say, ‘If only the doctor had come that 
night he might have been able to save father." The relatives 
always then feel bitterness against that particular doctor and 
the profession in general. 

As an excellent example of Doctor—Patient Relationship 
let me quote Alvarez in full in the example he gives of the 
patient whose father had had a stroke and was lying half- 
paralysed, with stertorous breathing: ‘The first doctor who 
was called looked at the patient, shrugged his shoulders and 
said, “It's just a stroke and there is nothing we can do.” 
He took his hat and left. Later in the day the family became 
more and more distressed and worried and sent for the doctor 
again. He did not come, so another doctor was sent for. 
He made a careful examination which pleased and reassured 
the family. He explained the situation and gave them hope 
He told them of those many cases in which a person with 
a stroke learns to talk and walk again and then lives for 
vears. He arranged for a nurse. Noticing that one old 
Aunt was upsetting everyone with her incessant and pessimistic 
talk, he told her he had a hunch she was a good cook and 
so he wanted her to go home and start making a thick broth 
for the patient’s nourishment. Delighted with this commission, 
she hurried off--to the great relief of all present.’ 

The essential point is that here was a wise doctor, who 
entered a house full of turmoil and left it in peace with 
the family hopeful and feeling that everything was being 
done that could be done. 

In the very old I personally think it is wrong for the 
doctor to restrict diet and the other pleasures of life to which 
the patient has become accustomed, such as smoking and 
alcohol, in the hope that he will prolong this aged person's 
life. Rather let nim enjoy his last few years than give him 
possibly 6 months longer (o live, unhappy with all the restric- 
tions imposed by a non-understanding doctor. The relation- 
ship between patient and doctor is very important in these 
circumstances. 

These then are some of the pitfalls in the Doctor—Patient 
Relationship. The question is how to prevent them. Should 
not our medical students have some of their training devoted 
to this subiect? I am sure that a very high proportion of 
newly-qualified doctors embark upon general practice with 
a very sound knowledge of treating and preventing disease, 
but their knowledge of what we call Doctor—Patient Relation- 
ship is severely limited. Apart from this, the average new 
doctor knows nothing about the business or economic side 
of his profession, and very often this latter subsequently 
assumes such importance in his eves that it takes him many 
vears to discover that the relationship between him and his 
patients leaves much to be desired. 

Your new doctor enters practice full of knowledge about 
Syringomyelia and such-like diseases but flounders hovelessly 
over the silly evervday diseases and problems which are 
encountered in general practice. Of such items as diphtheria. 
immunization. incubation and quarantine periods of the 
infectious fevers. things which he encounters daily. he has a 
verv hazv recollection of being told by some lecturer or 
other on a hot sultrv afternoon about these thines: buf 
these are placed in the background and generally left there 
until Mrs. Jones asks him when her new baby should be 
vaccinated: and he then discovers that he does not know 
The things that make up general practice are not encountered 
by our students in the wards of the hospital. Our patients 
in hospital receive the very best care and attention but there 
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is none of 


that close contact between them and the doctor 
that makes 


Doctor-Patient Relationship. The sick man or 
woman is not a patient, he is a case or merely a number. 

I feel therefore that there is a gap in the student's training 
between his graduation and his entering practice and it is 
here during his internship that those who are entrusted with 
the training of doctors must endeavour to teach Doctor 
Patient Relationship 


Car 


Ihe Annual General Meeting of the Cape Town Paediatric 
Group was held at Groote Schuur Hospital on 2 February 
1953 at 8.15 pm. There were present: Dr. W. H. Opie 
(Chairman), Dr. |. Jatte (Vice-Chairman), Dr. J. Rabkin 


(Secretary) and Drs. W. Emdin, S. C. Shore and |. Mirvish 
The Chairman presented the Annual Report and the Secre- 
tary presented the Financial Statement. It was reported that 
7 meetings had been held during 1952, at which the following 
subjects were discussed 


Recent Trends in Paediatric Surgery: Mr. J. H 


Louw 


OFFICIAL ANNOUNCEMENTS 


Mepical 


Alp SOCIETIES 


The following new Medical Aid Societies were approved by 


Federal Council at its meeting held in Johannesburg on 26-28 
March 1953. 


1. A.A. Mutual P.O. Box 9595, 
Johannesburg. 


2. African Homes Trust & Insurance Co. Ltd. Sick Fund, 
P.O. Box 93, Cape Town. 

3. Babcock & Wilcox Medical Aid Fund, P.O. Box 4561, 
Johannesburg. 

4. S. Butcher & Sons Ltd 
1004, Durban. 

5. Cape Town Municipal Employees’ Medical Aid Society, 
P.O. Box 1939, Cape Town. 

6. E.D.C. Industries Medical Aid Society, P.O. Box 3448, 
Johannesburg. 

7. Germiston Industries Medical 
House, Herman Street, Germiston 


Medical Aid Society, 


Medical Aid Society, P.O. Box 


Aid Society, 113 Pylon 


Approval was also granted to the following Benefit Societies 
to operate on the Tariff of Fees for approved Medical Aid 


Societies for Specialists services. (Second Schedule in the 
Tariff book.) 


|. Begbie Medical Benefit Fund, P.O. Box 192, Middelburg. 
Transvaal 


High COMMISSION TERRITORY PERSONNE! 


The Federal Council of the Association had agreed that 
officials of the High Commission Territories and their depen- 
dants, seeking medical attention in the Union. should be 
afforded such treatment at Medical Aid Society rates, provided 
the High Commission Government made itself responsible for 
the fees. 

After further negotiation this concession has been extended 
to pensioned officials and their dependants, under the same 
conditions 

Letters of credential will be issued to each person entitled 
to such treatment by the Secretaries of the Territories con- 
cerned (Basutoland, Bechuanaland Protectorate and Swaziland). 


L. M. Marchand, 


Assistant Secretary 
Medical House, 


38 Wale Street. 
Cape Town 
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Whilst preparing this address I have come to realize that 
the subject | have chosen is really too vast to cover in the 
scope of a presidential address. I have just touched on the 
fringes of Doctor-Patient Relationship, but I hope I have 
covered the essential facts of my subject and left in your 
minds much for thought and the fact that a purely scientific 
approach to medicine does not necessarily give the patient 
what he refers to as a * good doctor’ 


Renal Infections in Childhood: Mr: 

Symposium on the Rh. infant: Dr. ¢ 
Jatle 

Operable Congenital Heart Disease : 
Prof. R. J. Goetz. 

Treatment of Tuberculous Meningitis: Dr. C. Barnard. 

Malignant Malnutrition: Dr. P. V. Suckling. 


Tuberculosis in Childhood: Clinical Evening at the Brooklyn 
Chest Hospital 


S. Scher. 
Merskey and Dr. |. P 


Mr. W. Phillips and 


MeEDIESE HULPVERENIGINGS 


Op sy vergadering van 26-28 Maart 1953 in Johannesburg 
gehou, het die Federale Raad onderstaande nuwe Mediese 
Hulpverenigings goedgekeur. 


8 H. L. Hall & Sons Ltd. Medical Aid Society, P.O. 
Mataffin, Eastern Transvaal. 

9. Hollerith Medical Aid Society, P.O. Box 7018, Johannes- 
burg. 

10. Krantzberg Mines Medical Aid Society, P.O. Box 18, 
Omaruru, S.W.A. 

ll. E. S. & A. Robinson (Pty.) Ltd. Medical Aid Society, 
P.O. Box 293, Germiston. 

12. S.A. Breweries Medical Aid Society, 
Johannesburg 

13. S.A. Press Association Medical Aid Society, P.O. Box 
7766, Johannesburg. 

14. Siektefonds van Wolgroeiers Afslaers Beperk, Posbus 765, 
Port Elizabeth. 


P.O. Box 10999, 


Goedkeuring was ook geheg aan die volgende Siekefondse 
om gebruik te maak van Spesialistedienste teen die tarief vir 
Mediese Hulpverenigings. (Tweede lys in die tarieweboek.) 


2. Witbank Power Station Medical Aid Society, P.O. Box 
197, Witbank. 


PERSONEEL VAN DIF GEBIEDE VAN DIE Hot KOMMISSARIS 
Die Federale Raad van die Vereniging het tevore toegestem 
dat amptenare en hul afhanklikes uit die gebiede van die 
Hoé Kommissaris, wat mediese behandeling in die Unie ver- 
lang, sodanige behandeling teen die tarief vir Mediese Hulp- 
verenigings behoort te ontvang, mits die Regering van die 
Hoé Kommissaris self aanspreeklikheid vir die gelde aanvaar. 

Na verdere onderhandelinge word hierdie vergunning op 
dieselfde voorwaardes ook aan gepensioeneerde amptenare en 
hul afhanklikes verleen. ; 

Introduksiebriewe sal aan elke persoon wat op sodanige 
behandeling geregtig is deur die Sekretarisse van die betrokke 
Gebiede (Basoetoland, Betsjoeanaland Protektoraat en Swazi- 
land) uitgereik word. 

L. M. Marchand, 


Assistent Sekretaris 
Mediese 
Waalstraat 35, 
Kaapstad 
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PASSING 


Mr. Jack Wilton, F.R.C.S. (Edin.) has recently returned to 
Johannesburg after a period of 5 years in Israel. He has 
resumed practice as a surgeon specialist at 504 Medical Centre, 
Jeppe Street, Johannesburg. Telephone: Rooms: 22-3744 


Mr. A. M. Porter, M.B., B.Ch., F.R.C.S., D.G.O., F.R.F.P.S., 
has commenced practice as a Gynaecologist and Obstetrician, 
in partnership with Mr. S. Joel Cohen, F.R.C.S., at 208 
Medical Centre, Jeppe Street, Johannesburg. 
Telephones: Rooms 23-7124 and 22-0401; 


42-2064. 


Residence : 


MepicaL STUDENTS’ CouNciIL, UNIVERSITY OF TOWN 


Series of Lectures on Recent Advances. A Symposium on 
Arthritis, by a team led by Dr. Mark Horwitz, will be held 
in the Physiology Lecture Theatre, Medical School, Mowbray, 
at 8.15 p.m. on Wednesday 17 June 1953. Medical practi- 
tioners and students will be welcome. 


OBITUARY 


We record with great regret the death of Marigold, aged 4 
years, younger daughter of Dr. J. L. K. Marais, of Umzinto, 
Natal, which occurred in a Durban hospital on 20 May 1953 
following a severe attack of measles. The funeral took place 
in Cape Town on 25 May, when the service was held in the 
chapel of the Diocesan College, Rondebosch (* Bishops’). 
Dr. J. L. K. Marais is the son of Dr. D. P. Marais of Cape 
Town. 


OPENING OF First TUBERCULOSIS SETTLEMENT IN 
ORANGE FREE STATE 
The first Tuberculosis Settlement in the Orange Free State, 
*Santoord’, situated near Thaba 'Nchu, was officially opened 
by the Administrator of the Orange Free State, His Honour 
Mr. J. J. Fouché, on 11 May 1953. 

The building was started in August 1952 on the farm 
*Vogelstruiskool’ and the first patient was admitted on 13 
February 1953. There are 62 beds, therapy wards, laundry, 
kitchens with modern stoves to cater for 300 people, nurses’ 
quarters, accommodation for the Warden and his wife, office, 
storerooms and garaging for 2 lorries. The settlement includes 
a large vegetable garden, dairy, butcher's shop and a general 
dealer's shop. There is an ample water supply to a reservoir 
equipped with pump and engine, available in all parts of the 
Settlement and providing irrigation for the vegetable garden. 

This Institution has been established by the South African 
National Tuberculosis Association (SANTA) with its own 
funds and on Native Trust Lands donated to SANTA by 
the Department of Native Affairs for a non-European Tuber- 
culosis Settlement. The livestock maintained on the Settle- 
ment was donated. This is the ninth Settlement to be estab- 
lished by SANTA. 


JOHANNESBURG DISTRICT NURSING ASSOCIATION 


The following particulars are published for the information 
of the public and the medical and nursing professions: 

The District Nursing Association is a private Association, 
whose function it is to nurse the sick in their own homes, 
in the Municipal area of Johannesburg and the peri-urban 
areas of Lyndhurst. Ferndale and Fontainbleau. 

The service, which is subsidized by the Government, is 
supplied free of charge to the indigent sick, but in cases where 
the patient is able to pay, a small fee, not exceeding 3s. 6d. 
per visit, at present, is made. 

For the purpose of providing nursing care in the home. 
trained surgical and medical nurses are employed by the 
Association. It must be stressed that: 

1. The trained nurses employed by the Association only 
carry out skilled nursing duties as prescribed by the doctors. 

2. No purpose will be served in summoning a District Nurse 
hefore the patient has been seen by a doctor and treatment 
has been prescribed by him. 

3. The District Nurse has a number of visits to make every 
dav and the time spent with each patient is limited to that 
required to complete the treatment ordered by the doctor. 
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People desiring to avail themselvs of this service should 
telephone the Matron at 22-0466 or call at 34 Welfare House, 
168 Fox Street, Johannesburg. 


UNION oF SoUTH AFRICA: DEPARTMENT OF HEALTH 


BULLETIN No 21 oF 1953, POR THE 7 DAYS ENDED THURSDay. 
21 May 1953 
PLAGUE 

Cape Province: One (1) native case at Sonskyn in the Aliwal 
North district. Confirmed by laboratory examination. The 
necessary precaullonary measures are being taken. 

PRECAUTIONARY MEASURES AGAINST PLAGUE 
The public is urged to report any abnormal! rodent mortality 
which comes to their notice, immediately to the local magis- 
trate Or nearest police station. 

The application of D.D.T. is the most effective precautionary 
measure against fleas, which convey plague from rodents to 
human beings. All floors, burrows, holes and crevices, etc., 
as well as bedding and clothing, where fleas are suspected to 
be present should be thoroughly dusted with 10% D.D.T. 
in talc, at the rate of approximately half a pound per room. 
Any person required to work in a place where he may be 
exposed to infected fleas, is advised to wear gumboots and 
overalls and to dust the inside of the gumboots with D.D.T. 
If overalls or gumboots are not available, socks should be 
pulled over trousers at ankles. Measures should at the 
same time be taken to destory rodents by gassing, poisoning 
or trapping. The ordinary cyanogas pump may also be used 
for dusting burrows and other inaccessible places with D.D.T. 
powder. 

SMALLPOX 
Transvaal: One (1) native case near Sabie in the Pilgrims 
Rest district. 
TYPHUS FEVER 
Orange Free State: 


No further cases have been reported 
from the Wepener district since the notification in Bulletin 


No. 17 of 23 April 1953. 


This area is now regarded as free 
from infection. 


EPIDEMIC DISEASES IN OTHER COUNTRIES 
At date of latest available information there existed: 

Plague in Phanthiet (Vietnam). 

Cholera in Ahmedabad, Calcutta, Dhanushkodi (India); 
Chalna, Chittagong, Dacca (Pakistan). 

Smallpox in Ahmedabad, Bombay, Calcutta, Delhi, Kanpur, 
Madras, Masulipatnam (India); Karachi, Lahore (Pakistan); 
Haiphong, Hanoi (Vietnam); Phnom-Penh (Cambodia); Pusan 
(Korea). 

Typhus Fever: Nil 


FirtH INTERNATIONAL CONGRESS OF TROPICAL MEDICINE AND 


MALARIA 

The Fifth International Congress of Tropical Medicine and 
Malaria will take place in Istanbul, Turkey, from 28 August 
to 4 September 1953. The Secretary General is Prof. Dr. 
Ihsan Siikrii Aksel, Tine! Meydani Beyoglu, Istanbul. 

The Congress Fee is $6.00, to be remitted to the Treasurer, 
Dr. Kemal Akgiider, Is Bankasi, No. 24.491, Betazit, Istanbul. 

Touristic arrangements are in the hands of * Wagon-lits, 
Cook’. 

The provisional programme is as follows: 

Malaria. Parasitology-Epidemiology—Precautions: M. K. 
Afridi. 

Pathology—Pathogenesis—Bilious Fever: B. C. Maegraith. 

Treatment and Chemicoprophylaxy: Abdiilkadir Noyan. 

Entomology and Control of Carriers: G. Gabaldon. 

Tropical Diseases. Schistosomiasis: G. H. P. Froes. 

Filariasis: J. Rodhain and M. Wanson. 

Nutrition: R. S. Platt. 

Trypanosomiasis: M. Vaucel and Jonchére. 

Virus: Lepine. 

The official languages are French, English, Spanish and 
Turkish, and the proceedings will be published in French and 
English. 
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Muscie RELAXATION 
Muscle Relaxation: Vol. 1. By Gera'd Garmany (Pp 
65. Ss. 6d.) London Ihe Actinic Press Limited. 
Contents 1. Emotional Disturbances 2. Bodily Symptoms of Anxiety 


Producing Relaxation 5. 
Difficulties 7. Psychotherapy 8 


Muscle Tension 


Modified Techniques 
6 Indications and 


Conclusions. 


This monograph describes the use of relaxation as an active 
ancillary to psychotherapy 

Ihe method of relaxation described derives substantially 
from Edmond Jacobson’s principles of progressive relaxation, 
which have been condensed by the author for the use of 
physiotherapists. 
The characteristics of emotion, its inhibition and relation- 


ACTH AND EPILEPSY 


To the Editor Ihe article on ACTH and Epileptiform 
Seizures in Childhood* by my colleagues Drs. Watt and 
Jacobson is open to some misinterpretation, and as I know 
the writers to be careful and earnest workers may I be per- 
mitted to comment upon it? Admittedly the report on the 
2? cases is a preliminary one but I feel that some mention 
might have been made of the dangers of giving ACTH in 
epilepsy, and some references to the not inconsiderable litera- 
ture on this subject might have been given Hoefer and 
Glaser! in the course of treating 15 patients for rheumatoid 
arthritis, dermatomyositis and other conditions found that 
there were significant abnormal EEG changes in 13 of the 
cases, usually appearing 3-5 days after treatment had started 
and reverting again to normal a few days after the drug was 


discontinued Dorfman et al* reported 3 cases of status 
epilepticus amongst 40 children receiving ACTH. Costa and 
Bonnycastle * reported that ACTH leads to greater intensity 


and duration of epilepsy in dogs 
ever, in 3 epileptic patients report no alteration in seizure 
pattern, frequency or intensity during the administration of 
ACTH. while Klein and Livingstone * report improvement in 
4 out of 6 cases of epilepsy, and a worsening in 1 of the 
remaining 2 cases. Experimental evidence ® has shown that 
ACTH may have an ambivalent effect on the electro-shock 
threshold of animals and this may account for some of the 
differences in the response of patients to ACTH. On the 
basis of the reported cases and on personal experience I feel 
that a word of warning should be issued about the use of 
ACTH in epilepsy; certainly it should be used with caution 
and eaually certainly it should not be used unless there are 
laboratory facilities available for adequate control of the 
tissues’ responses 

A number of other points arise from the paper by Watt 
and Jacobson. They do not state whether they use the term 
petit mal in its older descriptive sense or in the more exact 
sense suggested by Lennox’: their first case might possibly 
be included in the myoclonic type of petit mal, but the second 
case seems to have had grand mal and ‘slight fits’; so pre- 
sumably they are using the term petit mal loosely and 
descriptively--a perfectly justifiable procedure. but nevertheless 
one would like to know as much as possible about patients 
who are starting an as yet unproven method of treatment 
One would like to know why a leuco- and not a polioclastic 
tvpe of encephalitis was suspected in the first case and whether 
the patient's maintained improvement is due to continued 
ACTH or whether he has anv anticonvulsants now—this is 
not made clear in the case summary. As regards the second 
case, from the reading it might seem vroblematical whether 
the ACTH was responsible for the patient's improvement: it 
would seem that her continued well-being was coincident with 
the (apparently) first administration of a hvdantoin. 

Epilepsy in children, despite a growing number of anti- 
convulsants, remains, at times, a difficult and serious problem. 
and we must all welcome any attempt to overcome its enigmas. 
but ACTH alone does not seem to be the most suitable 


Glaser and Merritt.4 how- 
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ship to the body-image and resultant tensions, are described 
simply and effectively. 

Muscle tension is analysed physically by means of electro- 
myography and also against a background of emotion:g con- 
flict and anxiety state. 

Individual and group therapy are considered and methods 
are described for progress from general relaxation to differen- 
tial relaxation. The methods are based on 2 hypotheses. 
The first is that in a state of stillness with generalized muscle 
relaxation no emotion can be felt; and secondly that such a 
state of re‘axation can be taught systematically. 

The use of relaxation therapy is evaluated in a very proper 
Perspective and its virtues and limitations are clearly drawn. 

This book is recommended both to doctors and physio- 
therapists. 


method of attack and is not without dangers. However 
there is great hope from the work on ACTH, DOCA, and 
various hormones, that soon we shall be in a better position 
to deal with refractory cases of epilepsy and understand 
further the dynamics of the convulsive problem. 


REFERENCES 


1. Hoeter, P. F. A. and Glaser, G. H 


(1950): J 
Med. Assoc., 143, 620 


Ame! 


2. Dorfman, A. et al. (1951): J. Amer. Med. Assoc., 146, 25 

3. Costa, J. P. and Bonnycastle, W. (1952): J. Amer. Med 
Assoc., 149, 1093. 

4. Glaser, G. H. and Merritt, H. H. (1952): J. Amer. Med 
Assoc., 148, 898. 

5. Klein, R. and Livingstone, S. (1950): J. Pediat., 37, 733 

6. Woodbury, D. M. et al. (1950): Proc. Soc. Exper. Biol 
& Med., 75, 398. 

7. Lennox, W. G. (1945): J. Amer. Med. Assoc., 129, 1069 


MacW.) MacGregor 
National Mutua! Buildings, 
Church Square. 

Cape Town. 

12 May 1983 


MEPACRINE IN ARTHRITIS 


To the Editor: With reference to my letter published in your 
issue of 2 May 1953 (Mepacrine in Arthritis) it has been 
brought to my notice that my remarks can be construed as 
reflecting on the honour, integrity and reputation of a par 
ticular individual. Such was never my thought. and I have 
no hesitation in withdrawing any statement which may be so 
construed, with my personal apologies. 

Since then I have discussed this matter with the Chemist 
marketing the tablet with Mepacrine and subject to the nature 
of the directions issued to clients, I believe that no harmful 
effects to the liver or otherwise can ensue from this treatment 

I have also had explained to me the costs of production 
and agree that the profit is not excessive and is indeed most 
reasonable. 

I sincerely wish to express my regret for any pain or injury 
which may have been caused by my letter to an individual. 
however unintentional this may have been on my part. 


James Melvin 
130 Queen Street. 
Cambridge. 
Cape Province 
21 May 1953 


[While it is clear that the publication of any correspondent's 
letter in the Journal does not imply that we identify ourselves 
with his views. we desire to say that the particular letter 
referred to by Dr. Melvin was published by us in good faith 
without investigating the statements made therein. 

We associate ourselves with Dr. Melvin’s withdrawal in so 
far as we might have been regarded as having so identified 
ourselves.— Editor.] 


— 
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PROMETRON TABLETS 


HORMONE COMBINATION 


Therapy of Secondary Amenorrhoea 


PROMETRON TABLETS, each containing 0.05 mg. ethinyl oestradiol 
and 10 mg. ethisterone, offers a simple, economical and efficacious 
2-day therapy for secondary amenorrhoea. Dosage is 5 PROMETRON 
TABLETS on each of 2 successive days. Uterine bleeding usually ensues 
3—7 days later. Diagnosis of early pregnancy may be established in 
the absence of uterine bleeding following PROMETRON TABLET 
or Ampoule therapy. 


PROMETRON Tablets are available in tubes of 10 and bottles of 20 and 100 


MANUFACTURED IN THE UNION OF SOUTH AFRICA BY on’ 
SCHERAG (PTY.) LIMITED, JOHANNESBURG 
FOR AND UNDER THE FORMULA AND TECHNICAL SUPERVISION OF 


Schering CORPORATION - BLOOMFIELD, N.J. 


Prompt Lasting 
SUBJECTIVE OBJECTIVE 
Relief Benefit 


Roter Gastric Ulcer Tablets 
ROTER TABLETS bring a new efficiency to the therapy of peptic ulcer. 


Not only do they maintain gastric acidity within normal limits, thus acceler- 
ating healing of gastric and duodenal ulcer; but they also exert a favourable 
influence on gastro-intestinal function. 


ROTER Therapy has the great advantage of being ambulatory; has no undesir- 
able side-effects; is frequently effective in cases resistant to other types of 
therapy. 


You are invited to write for full information and a clinical trial supply. 


IMPORTERS 


HARRY DELEEUW CO. (PTY.) LTD. 


P.O. Box 7, Maraisburg, Transvaal, South Africa. 
Distributors for South Africa and S.W.A.: 
ALEX LIPWORTH LTD. Johannesburg, P.O. Box 4461; Cape Town, P.O. Box 4838; 
Durban, P.O. Box 1988. 
Distributors for Rhodesia: GEDDES LTD. Bulawayo, P.O. Box 877; 
Salisbury, P.O. Box 1691. 
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Advances 
in the treatment 
of Peripheral Vascular disease 


A NEW SPASMOLYTIC AND VASODILATOR 
“CYCLOSPASMOL” 
Regd. Trade Marks (B.S.572) 


trimethyleyclohexylmandelate) 


Free from side-effects INDICATIONS 


Clinical trials carried out in Great ISCHAEMIA OF THE FEET 

Britain, throughout Europe and South Africa have 

established CYCLOSPASMOL as an effective DISTAL TYPE OF ARTERIOSCLEROSIS (BUERGER’S 
DISEASE) 

anti-spasmodic agent, especially in peripheral 

vascular disease. Its toxicity is negligibly low INTERMITTENT CLAUDICATION 

and there is complete absence of side-effects. 

In the United States and Australasia clinical work RAYNAUD'S PHENOMENA 


is also being done. 


NOCTURNAL CRAMP 


Packhings POST-PHLEBITIC SYNDROME 


20 mg. tablets in bottles of 50 and 250. DIABETIC GANGRENE 


DYSMENORRHOEA, 
Also new available 


100 mg. tablets in bottles of 20, 50 and 250. SoG, EEC 


Literature and samples of 20 mg. tablets available from the 
South African Distributors: 


SELECTED PHARMACEUTICALS (PTY.) LTD. 


81 de Villiers Street, JOHANNESBURG 
P.O. Box 5785 Tel. 23-2371/2/3 


BROCADES 


Regd. Trade Marks 


N.V. KONINKLIJKE PHARMACEUTISCHE FABRIEKEN V/H 


BROCADES-STHEEMAN & PHARMACIA 
AMSTERDAM HOLLAND 


*® Protected by patents c.q. patent 
applications. South African patent 
number 11.297. 
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Diseases which are localized in 
the skin, or the accessible mem- 
branes and tissues, exhibit genera- 
tive healing when treated by topi- 
cal applications of ultra-violet rays 
with the ‘Kromayer’ Lamp. The 
indications for this therapy range 
widely; they include, e.g. nasal 
catarrh, tuberculous fistula, ade- 
Nnitis, cervitis, etc. One specialist 
writes: “Taking affections of the 
ear, nose and throat as a whole, 
there is no method of treatment, 
shortof operation when indicated, 
M 185 60 


your hand 


- 


Z 
4 


— 
that gives such good results”. 
The Technique is fully stated in the 
Hanovia handbook * Modern Focal 
Therapy’: we shall be glad to send 
you a copy upon request. 


THE BRITISH GENERAL 

ELECTRIC CO. (PTY.) LTD. 

Magnet House, Loveday and Anderson Sts. 
JOHANNESBURG 


Branches: Cape Town, Durban, Port 
Elizabeth, Salisbury, Bulawayo. 


This valuable therapy is always ready to 


The ‘Kromayer’ Lamp is made by 
HANOVIA LTD. 
Slough, England. 

The specialists in ultra-violet ray 
equipment for all purposes 


Illustrations show * Kromayer* burner with 
post-nasal applicator, also in use, and the 
self-contained *KROMAYER LAMP’, Model 10. 


South Africa 


- 


DISTRIBUTORS: 


BLOEMFONTEIN 
CAPE TOWN 
DURBAN 

EAST LONDON 
JOHANNESBURG 
KIMBERLEY 
PORT ELIZABETH 
PRETORIA 


THE AUSTIN MOTOR CO. (S.A.) (PTY.) LTD., CAPE TOWN. windHoEK 


John Roderick & Botha Ltd., 35, Charles Street 

F. Robb & Co. Ltd. 102, Strand Street 

Forsdick Motors Led, 174-176, West Screet. 

Manning & Patterson Ltd. 13-15, Fleet Street 

Staniey Motors Ltd., Stanmot Buildings, 30. Eloff Street 
John Roderick & Brook Ltd, 10-16, Bean Street 
Harrison Motors Ltd, Grahamstown Road 

Kingsley & Marias 481-485, Church Street East. 
Terry's Motors (Pry.) Led 
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in OXYURIASIS 


| \ | \s This now established pre- 
\\ 
\ scription is available as 
\\ \ \ 
\ \ ‘\ \ Dragées for older children 


\\ and ambulant cases, as 
\ Ss S\ well as in syrup form. 


“NYXOLAN’ 


is non-toxic; dietary 
* 
regimen unnecessary. 


* 


COMPOSITION. Active ingredient: aluminium 8-hydroxyquinoline sulphate (Al (C,H,ON), 
3H,SO,). Syrup: 0.4%; Dragées: 120 mg. 


* 


CLINICAL OBSERVATIONS. Significant trials in medical institutions show that ‘Nyxolan’ is 
a most reliable anthelmintic when used alone, ie. without supportive purgation, enemas or anal 
counter-irritants. Abstracts from literature describing clinical results are available on request. 


ADVANTAGES. ‘Nyxolan’ is not a dye; it is non-arsenical; it does not induce diarrhoea; dietary 
regimen is not necessary to its successful employment. It is entirely acceptable, even to infants. 


INDICATIONS. Present clinical experience with ‘Nyxolan’ refers to Oxyuris vermicularis. Besides 
its indication in oxyuriasis ‘Nyxelan’ is the preferred treatment in cases of suspected oxyuriasis, 
€.g. pruritus, anal eczema, masturbation and genital sensitivity in small girls, ‘‘caecal irritation’. 


FORMS AND POSOLOGY. ‘Nyxolan’ is presented in liquid form (syrup) entirely acceptable 
to infants. Dosage: Under 6 years, | dessertspoonful thrice daily. The Dragées are more suit- 
able for older patients. Dosage: 2 thrice daily between meals for 5 days; discontinue for 10 days; 
repeat the course. 


PRESENTATION, Syrup: Bottle of 8 fl. 0z.; Dragées: 60's and 600's (dispensing). 


HOMMEL’S HAEMATOGEN & DRUG CO., 12) 5.6.24 


Our Sole Agents for SOUTH AFRICA :— Messrs. LENNON LIMITED 


P.O. Box 39. CAPE TOWN P.O. Box 24. PORT ELIZABETH P.O. Box 266. DURBAN, NATAL 
PO. Box 928) JOHANNESBURG, TRANSVAAL P.O. Box 76. EAST LONDON 


P.O Bow 1: BULAWAYO, Southern Rhodesia PO Box wo. SALISBURY, Southern Rhodesia 
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SOPENTAL is the mono-sodium derivative to S-ethyi-5- 
(t-methylbuty!)-barbicuric acid- 


ACTION AND USES 
SOPENTAL is one of the more rapidly ac ting barbiturates, 
dut its;duration of action is snort 


INSOMNIA 


In those caseslof insomnia wheresthe patient experiences 
difficulty in getting off to sleep, SOPENTAL has an ad- 
vantage over other barbiturates, since its short action is 
tess [likely to leave the patient in a state of depression 
during the morning following administration. The normal 
dosage employed is one or two tablets (in the average 
patient one tablet is immediately before 
retiring. 


PREOPERATIVE TREATMENT 


SOPENTAL may be used as a basal anaesthetic prior to 
surgical operation, its sedative effect minimising the 
amount of general anaesthetic required. In these 
cases the normal procedure is one tablet the evening be- 
fore operation, a further tadlet two hours before and, if 
necessary, a third tablet one hour before operation 


OBSTETRICS 

SOPENTAL may be employed for the production of 
obstetrical amnesia, where the optimum dose is that 
which reduces pain without depressing uterine contrac- 
tions. Here it is usual to start with one tablet at the 
commencement of labour, repeating the dose, 
necessary, up to a Maximum of five tablets. 


sufficient) 


when 


SOPENTAL is almost completely destroyed by the liver, 
and is therefore useful in cases of impaired renal function 


SOPENTAL is issued as tablets of Pensobarbitone Sodium 
14 grains in each, in bottles of 40 and 500 


Manufactured in South Africa by 


PETERSEN'S 


Established 1842 


CAPE TOWN 
P.O. Box 38 


DURBAN 
113, Umbilo Road 


BULAWAYO 
P.O. Box 986 
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BIDUPAN 


(formerly Intestine! Concentrated) 


FOR RAPID, SUSTAINED, FOUR-WAY RELIEF IN 
@ INTESTINAL INDIGESTION @ GALLBLADDER STASIS 
@ BILIOUSNESS @ RECURRENT FLATULENCE, 
etc., etc. 


| PURE BILE SALTS 

CONCENTRATED PANCREAVIN 
DUODENAL SUBSTANCE 

| CHARCOAL 


Contains - 


IMPROVES BILIARY DRAINAGE and DI@ESTION 
ALBUMIN, CARBOHYDRATES and FATS 
STIMULATES PANCREATIC SECRETION 
REMOVES FERMENTATIVE FACTORS 
SPREADS RELIEF IN BILIOUSNESS, INTESTINAL 
INDIGESTION and RECURRENT FLATULENCE 
@ @ SUPPLIED IN BOTTLES OF 100 TABLETS @ @ 


SUPPLIES AND FURTHER INFORMATION FROM 
OUR DISTRIBUTORS IN SOUTH AFRICA 


SIVE BROS. g KARNOVSKY up. 


JOHANNESBURG and DURBAN 


CAVENDISH CHEMICAL CO. (NEW YORK) LTD., 


OXFORD WORKS WORSLEY BRIDGE ROAD LONDON 5.E.26. 


| VALUABLE 


BOOK. FREE! 


ARE YOU PREPARING POR ANY MEDICAL, 
SURGICAL, or DENTAL EXAMINATION? 
Send Coupon below for our valuable publication 


“Guide to Medical Examinations” 


PRINCIPAL CONTENTS 
The Examinations of the Conjoint Board. 
The M.B. and M.D. Degrees of all British Universities 
How to pass the F.R.C.S. Exam. 
The M.S. Lond. and other Higher Surgical Examinations 
The M.R.C.P. London. 
The D.P.H. and how to obtain it. 
The Diploma in Anaesthetics. 
The Diploma in Psychological Medicine 
The Diploma in Ophthalmology. 
The Diploma in Laryngology 
Diploma in Radiology 
The D.R.C.0.G. and M.R.C.OG 
The Diploma in Child Healt 
Coaching also for all South Aincan Medical Examinations 
Do not fail to get a copy of this Book before commencing pre 
paration for any Examination. It contains a large amagnt of 
valuable information. Dental Exams. in special Dental Guide 
SEND FOR YOUR COPY NOW! 


The Secretary, 
MEDICAL CORRESPONDENCE COLLEGE 
19 Welbeck Street, Cavendish Square, London W.1. 


Sin,—Please send me a copy of your “Guide to Medical Exami 
nations” by return 

Name 

Address 

JOHANNESBURG Examination in \, 


which interested 
P.O. Box 5785 


S.A.M.J. South ‘African Offices: P.O. Box 2239, Durban, Natal 
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available in every dosage 
needed for effective management 


IN HYPERTENSION 


Veriloid, a unique alkaloidal extract of the hypotensive prin- 
ciples of Veratrum viride, is effectively employed either orally 
or parenterally, depending upon the speed and degree of 
response required. These dosage forms give the physician 
complete flexibility in therapy. 


VERILOID PARENTERAL VERILOID ORAL 


Solution Intramuscular Veriloid 


Provides 1.0 mg. of alkavervir per c.c. in isotonic aqueous 
Bs 2 ; ; This product is the big veratrum item in the hypertension 
solution incorporating one per cent procaine hydrochloride. 


Veriloid (Plain) 


Given intramuscularly, a single dose significantly lowers the field. Ver‘loid is used in all types of hypertension of all grades 


blood pressure for several hours. This hypotensive effect 


of severity. Supply: Bottles of 100 and 500 2 mg. scored 


may be maintained for days by repeated injections. Supply: eobbets 


2 c.c. ampoules in boxes of 6 ampoules 


Solution Intravenous Veriloid Veriloid-VP 


Containing 0.4 mg. of alkavervir per c.c., this preparation is 


Each scored tablet contains 2 mg. of Veriloid and 15 mg. of 


highly useful in the treatment of many hypertensive emer- phenobarbital. Valuable when sedation is desired and to 
gencies. It lowers the blood pressure promptly—and with 


increase tolerance to Veriloid (plain) when side-actions are an 
relative safety—to any desired degree, with moment-to- 


moment control by the physician. Supply: 5 c.c. ampoules in obstacle to arriving at a proper dosage. In bottles of 100 


boxes of 6 ampoules and 500. 


RIKER LABORATORIES AFRICA (PTY.) LTD. 


P.O. BOX 1355, PORT ELIZABETH 
TORONTO 


LOS ANGELES 


NOTTINGHAM 
2932-2 


| 


The Medical Association of South Airica 
Die Mediese Vereniging van Suid-Afrika 
AGENCY DEPARTMENT : AGENTSKAP-AFDELING 


KAAPSTAD : CAPE TOWN 

Posbus 643, Telefoon 2-6177:P.0. Box 643, Telephone 2-6177 

PRAKTYKE TE KOOP : PRACTICES FOR SALE 
(1372) Eastern Province hospital town Solus dispensing 
practice. Receipts for 1952: £4,000 plus. Premium required 
tor goodwill £2.200. Large house and surgery available at 
nominal rental EXCELLENT PROSPECTS FOR PRACTI- 
MONER ABLE TO DO SURGERY 
(895) Partnership share in practice of Specialist Physician. 
Details on application. 
(1276) SW.A. VERY WELL-ESTABLISHED PRESCRIBING 
PRACTICE with cash income for 1952 of £3,831 Ils. £1,600 
required for premium, instruments and excellent surgery 
furniture. Full scope for surgery. Owner wishes to sell in 
order to specialize and is prepared to give easy terms. 
(1115) Cape Town suburban practice. Details on application. 
(1280) Eastern Cape dispensing practice with a large native 
population. Gross receipts £3,151. Premium required £1,500 
including drugs, fittings and furniture. Modern house for sale 
at £3,500 
(1356) Very well established CAPE TOWN SUBURBAN 
PRACTICE. Outright sale or alternatively partnership share 
available to Gentile purchaser Excellent opportunity to 
icquire a good class practice. Details on application 


ASSISTENTE/PLAASVERVANGERS VERLANG 
ASSISTANTS/LOCUMS REQUIRED 

(1361) Westelike Provinsie hospitaaldorp vanaf 1§ Junie of 
so gou moontlik daarna vir 3 weke. Verkieslik ‘n plaasver 
vanger met ervaring. Salaris en diensvoorwaardes kan gereé! 
word 
(1365) Northern Suburb, Cape Town. From 20 June for 
1§ days. £3 3s. per day plus board and lodging plus 10s 6d 
per dav car allowance. 
(1382) Suidwes-Kaapland. Afrikaanssprekende plaasvervange: 
vir Augustusmaand. Motor nie noodsaaklik. Verkieslik ong 
troude man. Salaris £3 3s. Reiskoste word betaal 
(1105) Western Province. Locum for month of August. Singk 
man with knowledge of Afrikaans and own car. Salary to 
be arranged 
(1383) Eastern Province. Temporary Junior Assistant from 
August till December for partnership practice. Salary £60 
pm. plus all found. Own car not essential 


JOHANNESBURG 


Medical House, 5 Esselen Street. Telephone 44-9134-5, 44-0817 
Mediese Huis, Esselenstraat 5. Telefone 44-9134-5, 44-0817 


ASSISTENTE PLAASVERVANGFRS VERLANG 
ASSISTANTS/LOCUMS REQUIRED 

(L V371) O.F.S. Locum for July. Practically no night work 
Terms: t2 I2s. 6d. per day, all found. No car necessary, 
(L V373) O.V.S. Plaasvervanger vir Julic. Salaris £2 12s. 6d 
per dag. vrs petrol en olie en losies en ‘n kartoelae van £10 
per duisend myl, plus die bedrag van ‘n eersteklas reiskaartijic 
vanaf verblyfplek 
(L V344) Johannesburg. Plaasvervanger vanaf 27 Junie vit 
een maand. Vennootskapspraktyk. 
(L'V384) Rhodesia. Locum for 2 months as from middie 
June. Salary £100 p.m., full board (including wife's if required) 
car provided and return rail fare 
(L V386) Wes-Transvaal. Plaasvervanger vanaf 22 Junie tot 
31 Juhe. Vennootskapspraktvk 
(L'V392) Reef. Locum for July. Terms: £3 3s. ner day and 
all found 
(L'V393) O.V.S. Plaasvervanger vanaf | tot Julie. Terme: 
£3 3s. per dag. vry losies en inwoning. petrol en olic, plus 6d 
per reistoelae 
(L V396) Randse hospitaaldorp. Plaasvervanger vanaf 27 
Junie tot einde Julie. £3 3s. per dag. plus vrv petrol, olie en 
losies. Vennootskapspraktvk 


13 Junie 1953 S.A. TYDSKRIF VIR GENEESKUND! XXVIII 


(L/V399) Randse dorp. Plaasvervanger vir Juliemaand. Moet 
ete kar gebruik. Terme: £2 12s. 6d. per dag, plus £10 p.m 
Kartoelae en vry petrol en olie en inwoning. Getroude persoon 
kan in hoot se huis woon, 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 
(Pr $74) O.V.S. Uitsiekende praktyk met cen myn-aanstelling 
van £400 per jaar Aanstelling is definitief oordraagbaar 
Jaarlikse inkomste van tussen £2,400 en £3,000 kan aansienlik 
vermeerder word. Premie is £750 en betaalbaar as volg 
deposito van ongeveer £500 en balans teen £25 per maand 
Huis en spreckkamers te huur teen £5 per maand. 
(Pr $77) Transvaal. Aangename privaat praktyk. Gemiddelde 
jaarlikse inkomste oorskrei £3,000. Elektriese krag. Gerieflike 
moderne woonhuis op twee erwe en moderne spreekkamers op 
aangrensende 2 erwe. Woonhuis teen £3,500 indien verlang 
en spreekkamers teen £1,500. Premie verlang is £1,750. Terme 
kan gereé| word, asook ruim verband 
(Pr $80) Free State hospital town. Rich farming area. Very 
well-established practice, netting £2,800 per annum. One 
appointment Practically no night work and no Native 
practice. Premium required £1,750 and terms can be arranged 
(Pr S81) Oos-Vrystaat. Geen opposisic. D.G. aanstelling teen 
£425 pj. Jaarlikse inkomste £2,500. Premie van £750 sluit 
praktvk-toerusting, instrumente en medisyne in. As volg 
betaalbaar: £300 kontant en balans op maandelikse paaie- 
mente; die bedrag waarvan onderling gereél| kan word. 


DURBAN 

112 Medical Centre, Field Street. Telephone 2-4049 

PRACTICES FOR SALE : PRAKTYKE TE KOOP 
(PD13) Natal Lower South Coast practice, near Pondoland 
border, suitable for retired doctor, Area developing and large 
Police holiday camp in vicinity. Excellent climate and very 
good fishing. Premium required £400, includes good stock of 
drugs and dressings, instruments and dispensary furniture 
House for sale £1,800, including stand of one-third morgen 
Bond available. For immediate sale. Owner having taken a 
full-trme appointment. 
(PD15) General practice established 1941 at pleasant residen 
tial and seaside resort about 10 miles south of Durban 
Annual income approximately £1,000. No major surgery, 
minimum of minor surgery and only emergency midwifery 
being done at present. Brick house with consulting room 
attached, for sale at £5,250. Owing to ill health owner wishes 
to retire from practice as soon as possible. Premium £1,000 
including drugs, surgery and dispensary furniture. 


ASSISTENTE/PLAASVERVANGERS VERLANG 
ASSISTANTS LOCUMS REQUIRED 


(134) Zululand. From 20 June to end of July. £3 3s. per 
day, plus board and lodging. Locum must be bilingual and 
possess own car 

(137) Month of July. East Griqualand. Largely Native. very 
little night work. Small hospital and occasional D.S. duties 
£3 per day. plus board, lodging and equivalent of Ist class 
rail fare. Car will be provided, but if locum uses own car. 
allowance will be made. 

(138) Assistant required immediately in general country practice 
near Pietermaritzburg. £1,000 per annum. Two appointments 
Very little surgery or midwifery. Should possess own car. 


Rooms To Let 


Specialist wishes to sub-let large consulting room in centre 
of Cape Town, and share the waiting room and Secretary 
For further particulars write “A. Q. Y.", P.O. Box 643, Cape 
Town 


Wanted 


Young assistant, bilingual, knowledge of Xhosa a recom 
mendation. Transkei village. Surgical facilities. View to 
partnership. Apply °A. R. A’, P.O. Box 643, Cape Town 
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Provincial Administration of the Cape 
of Good Hope 


HOSPITALS BEPARTMENT 
HOSPITAL BOARD SERVICE: VACANCY 


1. Applications are invited for the following vacant post: 


Applications 
institution Post Emoluments Closing must be 
date addressed to: 
Citrusdal Medical £180 p.a. 24.6.53 The Director of 
Hospital, Super- (fixed) Hospital Ser- 
Citrusdal intendent, vices, P.O. Box 


(part-time) 2060, Cape 


Town. 

2. The conditions of service are prescribed in terms of Hospital 
Board Service Ordinance No. 19 of 1941, as amended, and the 
regulations framed thereunder. 

3. The successful candidate if not already in the Hospital 
Board Service will be required to submit satisfactory birth and 
health certificates 

4. Application must be made on the prescribed form (Staff 23) 
which is obtainable from the Director of Hospital Services, 
P.O. Box 2060, Cape Town, or from the Medical Superintendent 
of any Provincial Hospital or Secretary of any School Board in 
the Cape Province. 

§. Candidates must state the earliest date on which they can 
assume duty. (AS62611) 


Provinsiale Administrasie van die Kaap 
die Goeie Hoop 
HOSPITAALDEPARTEMENT 
HOSPITAALRAADSDIENS: VAKATURE 


1. Aansoeke word ingewag vir die onderstaande vakante pos: 


Emolumente Sluitings- Aansoeke moet 
datum gerig word aan. 


Inrigting Pos 


Citrusdal- Mediese £180 p.j. 24.6.53 Die Direkteur 
hospitaal, Super- (vasgestel) van Hospitaal- 
Citrusdal intendent, dienste, Posbus 

(deeltyds) 2060, Kaapstad. 


2. Die diensvoorwaardes word voorgeskryf ingevolge die 
Ordonnansie op Hospitaalraadsdiens nr. 19 van 1941, soos 
gewysig, en die regulasies daarkragiens opgestel. 

3. Lie suksesvoile kandidaat indien nie reeds in die Hospitaal- 
raadsdiens nie n.oet bevredigende geboorte- en gesondheid- 
sertihkate indien. 

4. Aansock moet gedoen word op die voorgeskrewe vorm 
(Staf 23) wat verkrygbaar is by die Direkteur van Hospitaal- 
dienste, Posbus 2U6v, Kaapstad, of by die Mediese Superintendent 
van enige previnsiale hospitaal of by die Sekretaris van enige 
Skooliaad in Kaapprovinsie. 

§. Kandicace n.oer die vroegste datum meld waarop hulle 
diens han aanvaar. (A>62611) 


Natal Provincial Administration 


WACANCY : ASSISTANT VISITING ORTHOPAEDIC 
SURGEON : ADDINGTON HOSPITAL, DURBAN 

Inclusive emoltuments—-£400 per annum. 

Canvassing otf members of any Provincial or Hospital Com- 
mitice wii disquaiuty candidates 

Applications should reach the Medical Superinteadent, 
Adiiington Hospital, by 25 June 1953. 

(AD7656) 


For Sale 


Acriolyser Mode! MA 4, electrically driven, as new, £45. On 
view at Union Medical Supplies, 18 Barrack Street, Cape 
Town. Apply Mr. McCabe, P.O. Box 8, Somerset West. 


13 June 1953 


FOR FULL AND EVEN SUPPORT WITH EVERY 
MOVEMENT OF THE LIMB 


PRESCRIBE: 
ELASTIC SURGICAL ELASTIC BANDAGE | 
T IN 24° X 24 yds. 6/- each 
STOCKING 3” X 24 yds. 7/6 each 
stock sizes always on hand ELASTIC FINGER STALL 
or no strap or binding needed 
1/3 ea. 


made to patient's own measure- 


ELASTIC ARCH BINDER 


for strained arches 
per pair 6/- 
ELASTIC BANDAGE, with 
supporting pad for arch strain 
per pair 9/6 


THIGH LENGTH. 34/- ea. 


KNEE LENGTH 27/- ea. 


Obtainable from all chemists or from the sole distributors 
in South Africa: 


B. OWEN JONES, LTD. 


P.O. BOX 8127. P.O. BOX 36 ~P.O. BOX 679 P.O. BOX 434 
JOHANNESBURG BOKSBURG EAST LONDON CAPE TOWN 
NATAL REPRESENTATIVES 


STUART JONES & DAVID ANDERSON, LIMITED 
P.O. Box 557 Durban 


Transvaal Provincial Administration 

VACANCIES: TRANSVAAL PUBLIC HOSPITALS 
Applications are invited from suitably qualified candidates for 
the undermentioned posts at Public Hospitals in the Transvaal. 

Applications should be addressed to the Medical Super- 
intendents of the undermentioned hospitals concerned and should 
contain full particulars as to the age, professional and academic 
and language qualifications, experience and conjugal status of 
the applicant and should further indicate the earliest date upon 
which duties can be assumed. Copies, only, of recent testi- 
moniats to be attached. 

Cost-of-living allowance payable at present to full-time 
employees: 

Cost-of-living Allowance 
Salary Married Sinele 
Over £350 per annum £320 per annum £100 per annum 

Full-time employees receive in addition to their salaries and 

cost-of-living allowance, the following privileges: 
Leave and rail concession. 

Successful candidates will be required to submit satisfactory 
certificates as also to submit to a medical examination at the 
hospital concerned. 

Application forms are obtainable from any Transvaal Pro- 
vincial Hospital or the Provincial Secretary, Hospital Services 
Branch, P.O. Box 2060, Pretoria. 

The closing date of applications for undermentioned posts 
will be 22 June 1953. 


Hospital Post Emoluments Remarks 
Piet Retief Medical £1,000 x 50 Registered medical 
Officer-in- 1,200 practitioner. Ad- 


Charge (1) ministration of hos- 
pital. Plus £180 per 


annum house allow- 


ance. 

Pretoria Senior £1,800 per Registered medical 
Anaesthetist annum practitioner. 
(41179) 
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Provincial Administration of the Cape 
oi Good Hope/University of Cape Town: 


J@QINT MEDICAL STAFF FOR GROOTE SCHUUR 
HOSPITAL: VACANCY 


1. Applications are invited from registered medical practi- 
toners (registered specialists) for appointment to the following 
post: 

Department of Anaesthetics: 1 post of medical practitioner. 
Grade D (third assistant), with salary on the scale £1,200 x 50 

£1,500 per annum 

2. The conditions of service are prescribed in terms of the 
Hospital Board Service Ordinance No. 19 of 1941, as amended. 
and the regulations framed thereunder. 

3. The Joint Medical Staff will be required to serve jointly 
the Provincia! Administration of the Cape of Good Hope and 
the University of Cape Town. 

4. Application must be made on the prescribed form 
(Staff 23) which is obtainable from the Director of Hospital 
Services, P.O. Box 2060, Cape Town, or from the Branch 
Representative, Hospitals Department, P.O. Box 1487, Cape 
Town, or from the Medical Superintendent of any Provincial 
Hospital or Secretary of any School Board in the Cape 
Province. 

5. The completed application forms must be addressed to 
the Director a Hospital Services, P.O. Box 2060, Cape Town, 
and must reach him not later than 8 July 1953. Candidates 
must state the earliest date on which they can assume duty. 

(A562610) 


South African Coal, Oil and Gas 
Corporation, Limited (SASOL) 


VACANCY: MEDICAL OFFICER 


Applications are awaited from qualified medical practitioners 
to fill the vacancy of a medical practitioner and Medical 
Officer of Health at Sasolburg. 
The total remuneration will range between £1,500 and 
£1,900 per annum according to “Kr: and qualifications 
The successful applicant will have the right to attend 
Workmen's Compensation Act's cases on his own behalf. 
Written applications stating age, qualifications, marital 
status and experience must reach the Secretary, Sasol, P.O 
Box 1, Sasolburg. O.F.S.. on or before 30 June 1953. 
Further particulars are obtainable from the Secretary at 
the above-mentioned address. 


(This appointment has the approval of the Medical Associa- 
tion.—Assistant Secretary.) 


Village Management Board of Grabouw 
PART-TIME MEDICAL OFFICER OF HEALTH 


Applications are invited for the above-mentioned post at an 
honorarium of £25 per annum and will be received by the 
undersigned not later than 23 June 1953. 

A. J. Jooste 


Grabouw Secretary 


Radiographer Waated . 


Radiographer wanted urgently on Free State Goldfields 
Salary, inclusive of cost-of-living allowance, £50, plus a 
furnished room. £5 per month increase yearly to £75 per 
month. 


Apply to the * Advertiser’, P.O. Box 228, Odendaalsrus. 
OFS. 


VIR GENEESKUNDE 


Provinsiale Administrasie van die Kaap 
die Goeie Hoop / Universiteit van 
haapstad : 


GESAMENTLIKE MEDIESE PERSONEEL VIR GROOTE 
SCHUUR HOSPITAAL: VAKATURE 


1. Aansoeke word ingewag van geregistreerde geneeshere 
(geregistreerde spesialiste) vir aanstelling tot die volgende pos: 
Departement van Narkose: | pos geneesheer, Graad D 
(derde assistent), met salaris volgens die skaal £1,200 x 50 
£1,500 per jaar. 

2. Die diensvoorwaardes word voorgeskryf ingevolge dic 
Ordonnansie op Hospitaalraadsdiens nr. 19 van 1941, soos 
gewysig, en die regulasies wat daarkragtens opgestel is. 

3. Van die Gesamentlike Mediese Personeel sal vereis word 
om die Provinsiale Administrasie van die Kaap die Goeie 
Hoop en die Universiteit van Kaapstad gesamentlik te dien. 

4. Aansoek moet gedoen word op die voorgeskrewe vorm 
(Staf 23) wat verkrygbaar is by die Direkteur van Hospitaal- 
dienste, Posbus 2060, Kaapstad, of by die Takverteenwoordiger, 
Hospitaaldepartement, Posbus 1487, Kaapstad, of by dic 
Mediese Superintendent van enige provinsiale hospitaal of 
sekretaris van enige skoolraad in die Kaapprovinsie. 

5. Die ingevulde aansoekvorms moet gerig word aan die 
Direkteur van Hospitaaldienste, Posbus 2060, Kaapstad, en 
moet hom uiters op 8 Julie 1953 bereik. Kandidate moet die 
vroegste datum meld waarop hulle diens kan aanvaar. 

(AS62610) 


Suid-Afrikaanse Steenkool-, Olie- en 
Gaskorporasie Beperk (SASOL) 


VAKATURE: MEDIESE BEAMPTE 


Aansoeke word ingewag van gekwalifiseerde mediese prakti- 
syns om bogemelde pos te vul. Pligte sluit in dié van mediese 
praktisyn asook Gesondheidsbeampte van die Dorpsgebied en 
Werke. 

Die totale vergoeding sal tussen £1,500 en £1,900 per jaar 
wees na gelang van kwalifikasies en ondervinding. Die 
suksesvolle applikant sal ook Blanke Ongevallewet-gevalle 
vir sv eie rekening kan behandel. 

Skriftelike aansoeke met vermelding van ouderdom, kwali- 
fikasies, huwelikstaat en ondervinding, moet die Sekretaris, 
Sasol, Posbus 1, Sasolburg, O.V.S., voor of op 30 Junie 1953 
bereik. 

Nadere besonderhede is van die Sekretaris by bogemelde 
adres verkrygbaar. 

(Hierdie aanstelling is deur die Mediese Vereniging goed- 
gekeur.—Assistent Sekretaris.) 


Dorpsbestuur van Grabouw 


DEELTYDSE MEDIESE GESONDHEIDSAMPTENAAR 
Aansoeke vir die bovermelde betrekking teen ‘n honorarium 
van £25 per jaar word gevra en sal deur die ondergetekende 
tot op 23 Junie 1953 ingewag word. 

A. J. Jooste 


Grabouw Sekretaris 


St. Monica’s Home 
OBSTETRICAL HOUSE SURGEON 


Applications are invited for the above-named ition and 
should reach the Honorary Superintendent. St. Monica’s 
Home, Lion Street, Cape Town, on or before 30 June 1953. 

The successful applicant will commence daty on 16 July 
1953. 


| 


Vanderbijlpark Medical Benefit Fund 


POST OF PART-TIME GYNAECOLOGIST 


Applications are invited from registered gynaecologists for the 
above 
Ihe successiul applicant will be remunerated on a per 
apita basis m accordance with the fees laid down by the 
Contract Practice Commitee of the Medical Association ot 
South Altrica 
Ihe membership of the above Fund at the present time 
is 5,250. The payment of transport cost will be decided upon 
by mutual agreement 
Applications giving full details of qualifications and 
experience should reach the undersigned, P.O. Box 1, Vander 
biylpark, not later than Tuesday 23 June 1953 
Application forms will be forwarded to bona fide applicants 
on written application to the undersigned 
H. A. Lambrechts 
Secretar) 
Vanderbijlpark Medical Benefit Fund 
10 May 1953 


(Before submitting applications tor this post, practitioners 
are advised to communicate with the Honorary Secretary. 
Southern Transvaal Branch, M.A.S.A.. Esselen Street, 
Johannesburg issistant Secretary, M.A.S.A.) 


‘ . 

Southern Rhodesia Government: Vacancy 
GOVERNMENT MEDICAL OFFICERS (MALE): 
DEPARIMENT OF PUBLIC HEALTH 
Applicants must have completed at least one year's experience 
since qualification Commencing annual emoluments var\ 
between £1,274 and £1,442 with a maximum on this grad 
of £1,778, but opportunities exist for promotion to higher 

grades. Children’s allowances are eXtra, 

Duties are centred mainly at Government hospitals and 
African Clinics, but these officers are expected in many places 
to undertake public health, medico-legal duties and to provide 
a general practitioner service for the non-African population 
At some stations private practice 1s quite remunerative 

Apply immediately to The Secretary for Health, P.O. Box 
93, Causeway, Salisbury, Southern Rhodesia, for full particu 
lars regarding conditions of service, assisted passages, pensicn 
and leave benefits, etc 

Applications should be submitted to the above address no! 
later than 27 June 1953 
(7196) 


Natal Provincial Administration 


VACANCY RADIOLOGIST (CONTRACT): WENTWORTH 
HOSPITAL 

Applications are invited from registered specialist radiologists 
tor appointment to the above post. 

Sulary: £1,750 SO--£1,900 per annum. 

Temporary cost-of-living allowance: Single -£100 pe: 
annum. Married—-£320 per annum. 

The successful applicant will be in charge of the Radio 
graphy Department 

Applications should reach the Director, Provincial Medical 
and Health Services, P.O. Box 20, Pietermaritzburg, by 23 
June 1983 (7647) 
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\asionale Hospitaal, Bloemfontein 
VAKATURES 
Aansoeke word ingewag om die volgende vakante betrekkings 
aan bogenoemde inrigting: 

Inwonende Mediese Beamptes: Salaris £240 per jaar plus 
vry losies en inwoning, plus lewenskostetoelae (tans £50 p.j. vir 
ongetroude persone en £280 p.j. vir getroude persone). 

Die aanstellings is onderhewig aan die Hospitaalregulasies. 
SOOS Zewysig. 

Dienste moet op 1 Julie 1953 aanvaar word. 

oe moet die ondergetekende so spoedig moontlik 
dere! 

J. W. Wessels 
Geneesheer-Direkteur 
(A375512) 


National Hospital, Bloemfontein 


VACANCIES 


Applications are invited for the following vacancies: 

Resident Medical Officers: Salary £240 p.a. plus free board 
and lodging plus cost-of-living allowance (at present £50 p.a 
for single persons and £280 p.a. for married persons) 

The appointments are made in terms of the Hospital! 
regulations as amended 

Duties to be commenced on 1 July 1953. 

Applications must reach the undersigned as soon as possible 


J. W. Wessels 
Medical Superintendent: 
(A375512) 


Noupoort Municipality 
VACANCY : PART-TIME MEDICAL OFFICER O}F 
HEALTH 
Applications are hereby invited for the post of part-time 
Medical Officer of Health on the salary of £20 per month 
plus £5 per month Location services. Applicants must be 
fully bilingual and for further particulars please contact the 
undersigned with whom applications must be lodged not later 
than 26 June 1953. 
M. J. Kiynsmith 
Noupoort Town Clerk 
May 19583 


\Noupoort Munisipaliteit 
VAKATURE : DEELTYDSE MEDIESE BEAMPTE 


Aansocke word hiermee gevra van behoorlike gekwalifiseerde 
kandidate wat tweetalig moet wees, om bogenoemde betrekking 
op die salaris van £20 per maand plus £5 per maand Lokasiec 
dienste. 

Verdere besonderhede kan verkry word van ondergetekende 
aan wie applikasies gepos moet word nie later dan 26 Junic 


1983 
M. J. Kivnsmith 
Noupoort Stadsklerk 


26 Mei 1953 


Partnership Wanted 


Fully bilingual, gentile doctor with capital, wishes to purchase 
a partnership in a well-established practice, or a practice in 
one of the larger country towns in the Union, preferably in 
the Western Cape or at the coast. This doctor has been 
conducting a large practice for the past 8 years and will only 
consider a first-class proposition. Write ‘A. Q. R.’, P.O. Box 
643, Cape Town. 


Practice for Sale 


Quick sale of practice in Rylands Estate, Athlone, Cape. The 
present owner has practised there for over 7 years. Cash 
takings and little bookings £100 per month. Practice can be 
increased. Premium required £500. For further particulars 
write ‘A. Q. Z.. P.O. Box 643, Cape Town. 


r Printed by Cape Times Ltd., Parow, and Published by the Proprietors, THE MEDICAL ASSOCIATION OF SOUTH AFRICA 
Mevicat House, 35 Wale Street, Cape Town. 
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For HYPERTENSION 


@ PACYL, a Choline derivative, acts on the parasympathetic system 
in a physiological manner, producing a lasting reduction in cases 
of pathologically raised blood pressure. 


@ PACYL has exceptional merits in relieving the distressing subjective 
symptoms, such as headache, vertigo, insomnia, etc. 


@ PACYL has also proved to be the treatment of choice for ambulant 
patients. No initial rest in bed is required and patients remain at 
work throughout the treatment. 


@ PACYL has a gentle and persistent vasodilator effect and removes 
local vascular spasm, thereby facilitating and improving the general 
circulation. 


@ PACYL has no side effects and there are no contraindications to 
its use. 


Bottles of 50 and 200 tablets 


For further information and samples apply to our Agents: 
LENNON LIMITED, P.O. Box 8389, JOHANNESBURG 


VERITAS DRUG COMPANY LIMITED 


LONDON AND SHREWSBURY, ENGLAND 
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BENTOINATED COUGH SYRUP)-~ 


(ABBOTT'S 


Combining a delicious, soothing Syrup 
with sedative and expectorant agents for 
Each fluid ounce 


the symptomatic relief of coughs due to 


Ids and other infections of the 
contains : upper respiratory tract 


DOSAGE 


Adults | to 3 teaspoonfuls every 
Te 2 to 4 hours as needed. Children 

over one year, 4 to | teaspoonful 
IPECAC according to age. Infants | month 
SYRUP q old, 2 to 3 drops: 3 months, 4to6 
drops: 6 months, 6 to 10 drops. For 
infants and children doses should 
be no oftener than every 4 hours, 


Abbott Laboratories S.A. (Pty.) Ltd. 


JOHANNESBURG CAPE TOWN OURBAN 


in a Benzoinated Syrup-Alcohol 2% 
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